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the high cost of bad habits: gastric hyperacidity 


Hurried meals and tense days exact 
their price in short order. Gastric 
hyperacidity—whether acute or chronic 
—can, however, be relieved quickly and 
pleasantly with Gelusil. 

Awake or asleep, the patient is pro- 
tected: The sustained action of mag- 
nesium trisilicate and specially pre- 
pared aluminum hydroxide gel restores 
and maintains a mildly acid gastric 
pH, without overneutralizing or alka- 
lizing. With Gelusil, the twin dangers of 
acid rebound and systemic alkalosis are 
thus avoided. 

A new formulation, Gelusil-Lac, now 
combines the proven antacid action of 
Gelusil with the sustained buffering 
effect of specially prepared high-protein 
(low-fat) milk solids. The formula is 


designed to prevent the onset of gastric 
pain, particularly “middle-of-the-night” 
attacks. 

Nonconstipating: The aluminum hy- 
droxide component in Gelusil assures 
a low aluminum ion concentration; 
hence the formation of astringent—and 
constipating—aluminum chloride is 
minimal. 


Dosage: 2 Gelusil tablets or 2 tea- 
spoonfuls of Gelusil liquid two hours 
after eating or when symptoms are pro- 
nounced. Each tablet or teaspoonful 
provides: 72 gr. magnesium trisilicate 
and 4 gr. aluminum hydroxide gel. 
Gelusil-Lac: at bedtime, one heaping 
tablespoonful stirred rapidly into one- 
half glass (4 fl. oz.) of cool water. (Pro- 
vides equivalent of 4 Gelusil tablets.) 


Gelusil‘/Gelusil-Lac 
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reasons why 


iron deficiency anemia 


Vitamin C and ferrous iron, as combined in “Cytoferin; 
provide the direct approach to greater iron absorptio 
and utilization because: 


Iron is absorbed only in the reduced ferrous form. 


Ingested iron can be maintained in a reduced state only in an 
acid environment. 


3 Vitamin C given with iron acts as an acidifying and reducing 
agent at the site of maximum absorption. 


Vitamin C increases the availability of iron for hemoglobin 
and red blood cell formation, as well as to build body reserves. 


The combination of iron and vitamin C is likely to be better 
tolerated than iron alone. 


“Cytoferin” Tablets—No. 705, bottles of 100 Each tablet or 10 cc. (2 tsp.) contains: 
and 1,000. “Cytoferin’ Liquid — No. 945, * 200 ms 
bottles of 8 fluidounces. Stable liquid prepa- oulfate (G3 sr.) 7 
ration; nonalcoholic; extremely palatable; Vitamin C (ascorbic acid).............. 150 mg 
may be taken undiluted. *Exsiccated in the tablets, and U.S.P. in the liquid 


Suggested dosages: To be taken preferably with meals. Adults and children: 
1 tablet or 2 teaspoonfuls (10 cc.) two or three times daily. Infants and 
children: 1 teaspoonful (5 cc.) two or three times daily depending on age. 


Bibliography available on request. 
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Resident Relaxer 
A diversion with a purpose—see how you do. 


Viewbox Diagnosis 
What does the film tell you? 


Letters to the Editor 


Questions and comment by resident readers. 
Editor’s Page 


Mediquiz 
Working alone or with your colleagues, 
you'll do well to get nine out of ten correct. 


Leads and Needs 


Practice openings and residency opportun- 
ities. 


Advertisers’ Index 
A listing of companies whose products and 
services are advertised in this issue of your 
journal. 
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Economical treatment of the many conditions 
amenable to ACTH therapy 


ORTROPHIN-ZIN 


is easy to administer... 


Vol. 3, No. 


February 1957, 


Available in 5-cc vials, each « 


Use Cortrophin-Zinc to provide relief in the providing 40 U.S.P. units of 


100 or more conditions amenable to ACTH corticotropin with 2.0 mg. zinc. 
therapy. It’s economical because each injec- *T.M.<Cortrophia 
Publicat 
tion lasts at least 24 hours in the most acute TPatent Pending. Available in other i tending 
countries as Cortrophine-Z. ‘ 
cases, to 48 or even 72 hours in milder cases. sah Day tributed 


It’s easy to handle, too, because it is an aque- CORTROPHIN-ZINC Seer 
ous suspension which flows freely through a an Organon developmen! sa 
26-gauge needle with no preheating. Clin- “4 ma 
ically proven in thousands of patients, an Or GFAUON ine. oath 
advance in ACTH therapy. ORANGE, N. 
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Resident Staff Director 
Contributing Editor 


Resident Editor 


Production Director 


Articles are accepted for 
publication with the under- 
standing that they are con- 
tributed solely to this pub- 
lication, and will directly 
interest or be of practical 
value to resident physicians. 
When possible, two copies of 
the manuseript should be 


‘gs are especially desired. 
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“A GOOD PRESENT DAY ALL-PURPOSE DIGITALIS... GITALIGIN 
»+- A PREPARATION WHICH HAS A WIDER MARGIN OF SAFETY..." 
VISUAL HEART CLINIC—ONE OF A SERIES 


RHEUMATIC HEART DISEASE ¢ MITRAL STENOSIS AND INSUFFICIENCY 
ROENTGEN CONFIGURATION—Postero-anterior examination—moderate heart 


enlargement—right ventricular enlargement—prominence of pulmonary artery segment. 
Taken from White Laboratories’ Technical Exhibit, American Medical Association 105th Annual Meeting, Chicago, June 11-15, 1956. 


Every year since 1950 when Batter- ‘ Widest safety margin of any 
man, et al. published the results of currently available digitalis gly- 
their study of 230 cardiac patients,  coside (average therapeutic dose | 
clinical evidence has repeatedly only 1/3 the toxic dose; in con- 
confirmed the therapeutic advan- _ trast, therapeutic doses of other 
tages of GITALIGIN. preparations are approximately 
For initial digitalization and main- 2/8 toxic done) 

tenance, GITALIGIN has proved to (2) Uniform clinical potency 

be the “digitalis of choice” for these (3) Moderate rate of dissipation 
significant reasons: (4) Short latent period 


Patients now being maintained with other cardiotonics can be easily switched to GI TALIGIN: 
0.5 mg. of GITALIGIN is approximately equivalent to 0.1 Gm. digitalis leaf, 0.1 mg. digitozin, 


0.5 mg. digoxin. 


GITALIGIN 


(WHITE'S BRAND OF AMORPHOUS GITALIN) 
TABLETS— BorrTLes OF 30. 100, AND 1000 DROPS— 30 CC. BOTTLES WITH DROPPER CALIBRATED 
FOR 0.05, 0.1, 0.2, 0.3, 0.4 AND 0.5 MG. 
INJECTION—S CC. AMPULS CONTAINING 2.5 MG. (0.5 MG. PER CC.) OF GITALIGIN, PACKAGES OF 3 AND 12 AMPULS. 


White ies, Inc. Kenil *enruicn, 12:239 
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Charles Davidson, M.D., Assoc. Profes- 
sor of Medicine, Harvard Medical 
School. 

C. Wesley Eisele, M.D., Assoc. Pro- 
fessor of Medicine; Director, Post 
Graduate Medical Education, Univ. of 
Colorado. 


John. C. Leonard, M.D., Director, House 
Staf Education, Hartford Hospital. 
Charles F. Wilkinson, M.D., Professor 
of Medicine, New York University Post 
Graduate Medical School; Director; 
Fourth Medical (N.Y.U.) Division 
Bellevue Hospital Center. 
Obstetrics-Gynecol 

Alan F. Guttmacher, MD. Director. 
Dept. of Obstetrics and Gynecology, Mt. 
Sinai Hospital, N. Y. C. 


Detrick T. Vail, M.D., Chairman, Dept. 


of Ophthalmology, Northwestern Univ. 
Medical School. 
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Pathology 

John R. Schenken, M.D., Professor of 
Pathology, Univ. of Nebraska. 
Pediatrics 

James Marvin Baty, M.D., Physician-in- 
Chief, Boston Floating Hospital. 
Psych 

William C. Menninger, M.D., Professor 
of Psychiatry and General Secretary, 
Menninger Foundation School of Psy- 
chiatry. 


Radiology 

Maxwell H. Poppel, M.D., Director of 

Radiology, Bellevue Hospital Center. 

Resident Staff Director 

Salvatore R. Cutolo, M.D., Deputy Med- 

Superintendent, Bellevue Hospital 
nter. 


Surgery 

Donald C. Collins, M.D., Asst. Profes- 
sor of Surgery, College of Medical 
Evangelists. 

Bernard J. Ficarra, M.D., Director of 
Surgery, Roslyn Park Hospital, N. Y. 


Earl J. Halligan, M.D., Director of 
Surgery, Jersey City Medical Center. 


Karl A. Meyer, M.D., Chairman, Dept. 
of Surgery, Cook County Hospital. 


Howard E. Snyder, M.D., The Snyder 
Clinic, Winfield, Kansas. 


Urology 

Herbert B. Wright, M.D., Chief of 
Urology, Evangelical Deaconess Hospi- 
tal, Cleveland. 
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PHOSPHOSSODA (Flee)... 
gentle, prompt, thorough and a 
laxative of choice for over 60 years. 


at least 30 minutes before any meal, 
but preferably before breakfast. 
Amply Diluted with Water... 
Mix required dose with one half glass 
of cold water, follow with additional water. 


SUGGESTED DOSAGE As a mild eliminant, two 
teaspoonfuls before a meal. For more pronounced 
hydragogue action, four teaspoonfuls before breakfast. 


Children: Ten years or older, one half the adult dose; 
five to ten years, one quarter the adult dose. © 


Phospho-Soda (Fleet) is a solution containing 
per 100 cc., Sodium Biphosphate 48 Gm. and Sodium 
Phosphate 18 Gm. 


Write for liberal professional samples and literature 
describing indications and dosages. 


PHOSPHO:SODA 
(Fleet) | 
C. B. Fleet Co., Inc., Lynchburg, Virginia 
Makers of the Fleet ® Enema Disposable Unit. 
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iewbox Diagnosis 


Edited by Maxwell Il. Poppel, M.D., F.A.C.R.¢ 
essor of Radiology, New York University College of Medicine 
and l:reetor of Radiology, Bellevue Hospital Center 


Which Is Your Diagnosis? ~ 


|. Horse-shoe kidney 3. Bilateral hydronephrosis 
2. Polycystic kidneys 4. Normal 
5. Amyloid disease 


(Answer on page 162) 
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OPENING AN OFFICE 
A. S. Aloe Company has a plan to help you 


Since 1860 A. S. Aloe Company has helped three generations 
of physicians open their offices. Whether you plan to begin 
practice or re-equip an office, we can serve you. 

A National Institution: We have 13 shipping points; more 
than 200 representatives with residences near you. 


Equipment Check Lists. Cover everything required to outfit 
your office, from hypodermic needles to X-ray machines, 
with both itemized and total cost. 


Planning Service. Suggested room layouts scaled to size 
to help you evaluate your needs. 

Tailored Payment Plan. There are no interest charges 
under our regular “new office” extended payment plan. 
Location Service. Aloe representatives know of many attrac- 
tive locations for beginning practice. A statement of your 
preferences will be published to our field force. Write or 
see your local representative for details. 


‘ on A. S. ALOE COMPANY 


1831 OLIVE ST., ST. LOUIS 3, MO. 


LOS ANGELES PHOENIX SAN FRANCISCO SEATTLE DENVER MINWI 
KANSAS CITY DALLAS NEW ORLEANS ATLANTA MIAMI WASHINGTON, D.¢ 
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Overeating is a bad habit — 
you can help your patients 


to break it 
wih Dexedrine” 


Available as tablets, elixir, and Spansulet 
sustained release capsules. 


*T.M. Reg. U.S. Pat. Off. 
for dextro-amphetamine sulfate, $.K.F. 


1T.M. Reg. U.S. Pat. Off. 
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Letters 
to the Editor 


Unsigned letters will neither 
be published nor read. 
However, at your request - 
your name will be withheld. 


... Plus Draft Time 

I just saw a copy of the December 
REsIDENT PuysiciAN and I would 
like to express my thanks to you 
for publishing my letter. 

If I may, I would like to make one 
correction to a typographical error. 
On page 82, in the second column, 
the third sentence should read: 
“These programs are doubly at- 
tractive because of the pay and the 
fact that the total time spent in 
training and in subsequent obli- 
gated duty is frequently no more 
than the total of time spent in 
civilian training plus draft” time.” 

The point being, (if my informa- 
tion is correct), that a doctor could 
take two years of specialty training 
and pay back two years of obligated 
service; and at the end of the total 
of four years he would be at the 
same spot as his civilian confrere 
who had trained at a civilian insti- 
tution and then served two years’ 


draft time. To say nothing of th 
money he would be ahead. 
RESIDENT PHYSICIAN deserves 
credit for the many articles it has 
published, favorable to military 
medicine. 
Max J. Trummet 
LCDR MC USN 
Drexel Hill, Pénnsylvania 


Exchange Visitor 
I would be obliged if you can er 


lighten me about certain questions: ii! 


I am an exchange visitor taking 
resident training in pulmonary dis 
eases. 

How and when was the exchange 
visitor (mostly unilateral “er 
change”) program started? I have 
read about the increasing number of 
foreign physicians now even out 
numbering the American interns and 
residents. 

Can an individual accept a post 


—Continued on page 3 
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—Continued from page 24 


tion of “staff-physician” and still be 
under the Exchange Visitor Pro- 
gram? 

Can an Exchange Visitor take up 
a position in teaching? 

My personal feelings are that an 
“Exchange Visitor” must go back to 
his country and utilize the knowl- 
edge gained in this country for the 
benefit of his people. The so-called 
underdeveloped countries need train- 
ed people; but for personal benefit 
and pleasure the country should not 
lose trained people. The American 
Medical Association who directly or 
indirectly helps in getting the young 
physicians from foreign lands on the 
excellent idea of training these. peo- 
ple should also see that the training 
is utilized by the underdeveloped 
country and foreign physicians not 
utilized by vested interests in this 
country to fill in the gap caused by 
non-availability of local young phy- 
sicians for training as interns and 
residents. 

Achyut G. Motiwale, M.D. 
Lowman Pavilion 
City Hospital 
Cleveland 9, Ohio 
e The Exchange Visitor program 
which went into effect following 
World War Il was designed to offer 
greater flexibility to the foreign phy- 
sician who desired U.-S. medical 
training and to allow U. S. doctors 
to be trained abroad. Since the 
usual student visa requirements are 
concerned primarily with comple- 


tion of a formal curriculum, the 
Exchange Visitor Program was de. 
vised to allow physicians to enter 
the U. S. hospital training pro 
grams, even though such programs 
may have no absolute or rigid formal 
curricula. Since the Exchange Vis. 
itor’s visa is generally on a year-to. 
year basis, the Visitor may have it 
renewed as long as the sponsoring 
institution can present the State De. 
partment with evidence of a program 
of study under which the physician 
will receive additional training. |i 
is thus entirely possible for a Visi. 
tor to hold a position on the staf 
of a hospital, under proper super. 
vision, or a position in teaching— 
if these positions serve to advance 
his own education. However, nm 
Visitor may remain in the U. S. as 
a@ permanent citizen unless he first 
returns to his own country and ap- 
plies for re-admission through the 
Immigration Bureau in the normal 
manner. It is conceivable that 
Visitor could extend his stay on a 
year-to-year visa basis for a num- 
ber of years. 

There is no question that many 
foreign physicians under the Visi- 
tor Program prefer to stay as long 
as possible in the U. S. But the 
great majority, through individual 
choice, elect to return to their own 
lands to practice, thus fulfilling one 
of the major purposes of the Ex 
change Visitor Program which is, 
as you indicate, to utilize the knoul- 
edge gained in this country for the 


—Continued on page 30 
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—Continued from page 28 


benefit of the foreign physician’s 
own people. The requirement that 
the Visitor must return to his home- 
land and wait to re-enter this country 
under an assigned quota, if he 
chooses to make his permanent home 
here, provides some assurance that 
the commendable purposes of the 
Exchange Program will be accom- 
plished. The rest is up to the physi- 
cian. 


Radiology Board Requirements 
This inquiry may be misdirected to 
you, but if you can be of any help, 
please do. You publish the various 
Board requirements in each issue 
and those for Radiology will be in 
a not too distant future. We have it 
from word of mouth from one of 
the members of the Board that the 
program is to be extended to some 
form of four years before becoming 
eligible to take the examinations. 
This is said to be put into effect 
after the Board meeting in April 
1957, but will be retroactive to any- 
one who started the program on or 
after July 1956. 

We would like to know if it is 
the accepted practice of the’ special- 
ty boards to change their require- 
ments and making these changes 
apply to the men already in a 
training program? This is important 
- to us, as several of us have been in 
general practice and can no longer 
be considered youngsters. 

The reasons for the above changes 
are, no doubt, to raise the standards 


of the specialty, but it seemed to us 

that the candidates should have this 

information available at the begin 
ning of their training, rather tha 

being a retroactive policy. 

We do not wish to draw any at 
tention to ourselves, and, therefore, 
are writing to you in the hopes that 
you might have the informatio 
available or be able to check into 
the situation. You realize how diff. 
cult it is to change a rule once in 
effect, and we would like to get this 
retroactive portion changed prior to 
its coming into force. If you can 
be of help, we will appreciate it 
If not, thank you for your consider:- 
tion. 

Name withheld 


© In answer to your first question, 
it is not the policy for the specialty 
boards to effect changes in require. 
ments and make them retroactive. 
To determine whether such action 
had been planned by the Radiology 
Board we contacted members of the 
Board. The gist of their information 
was as follows. The American Board 
of Radiology has no intention of en- 
acting any change in requirements 
which would work undue hardship 
on those now in residency in the 
specialty. On April 1, 1957 an in- 
formal conference of Trustees (rep. 
resentatives from the various soci: 
ties interested in the America 
Board of Radiology) will be heli 
prior to the Board’s examinations in 
Tampa, Florida. This conference 


—Concluded on page 38 
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—Concluded from page 30 


will discuss certain proposals for 
changes in the Board’s requirements, 
methods of examination, problems 
connected with nuclear medicine 
and other matters of current im- 
portance. It is presumed that the 
advantages and disadvantages of 
extending the period of radiology 
training will be discussed. However, 
the current proposal involves an 
additional year as a “waiting period” 
during which the resident, after 
completing his third year of resi- 
dency, will be required to practice 
or otherwise be engaged in his 
specialty, prior to admission to the 
Board’s examination for certification 


in the specialty. This, of coury 
would not require extra time ; 
formal residency training. This wai; 
ing period or practice time is cy 
rently pre-examination requir 
ment of other specialties. If this pr 
posal is adopted (and there is y 
indication one way or the other), 
are given to understand that re. 
dents now in radiology residencie 


further information may write direc. 
ly to Dr. B. R. Kirklin, Secretary. 
Treasurer, American Board 
Radiology, Kahler Hotel Building 


Rochester, Minnesota. 


pills. 


Pillosophy: 1957 


i’ a recent network telecast, columnist Bob Considine 
was interviewing Dr. Karl Menninger. Discussing 
the tranquilizer drugs in the treatment of. mental 
illness, Considine mentioned that these drugs were 
becoming known in some circles as “don’t-give-a- 
damn-pills.” Replied Dr. Menninger: “Sometimes I 
think what we really need are some ‘do-give-a-damn- 


NBC’s “Tonicut!” sHow 
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The Fageign House-Staff Member: 
Why Is He Here? 


A LITTLE MORE THAN TEN YEARS AGO there were 
about 8,000 approved residency spaces in hospitals 
in the United States. In 1957 there are more than 
25,000 spaces for residents in this country. 

This trebling of residencies was the product of 
many concurrent factors. One was the desire on 
the part of physician-veterans of World War II 
to obtain residency training after their release from 
service in 1945 and 1946. Other reasons for the 
increase in residency positions include the post- 
war expansion of hospital facilities in the Veterans 
Administration, additional beds in voluntary hos- 
pitals resulting from the operation of the Hill-Bur- 
ton Act, the normal expansion of voluntary, munici- 
pal and state hospitals, the increased number of 
residents training on existing services over the num- 
ber training on these services before World War II. 
and the introduction of residency training into cer- 
tain armed forces hospitals. 

Immediately after World War II the number of 
physician-veterans was sufficient, in most instances, 
to fill all spaces in the expanding residency pro- 
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grams in the United States. However, as these 
residents completed or dropped out of the various 
programs, the increase in hospital facilities and 
residency training opportunities continued. 

Shortly after the war, our government and many 
voluntary groups began to take a special interest 
in providing technical assistance to our friends 
overseas. Our nation suffered little physical de- 
struction and dislocation during World War II; 
medical science here was not markedly hampered 
in its development. In many other countries of the 
world, however, progress was considerably re- 
tarded during and immediately after the war. Obvi- 
ously the medical environment in the United States 
was attractive to younger foreign physicians as a 
place for graduate and postgraduate training. 

Then came the Korean War and the Doctors’ 
Draft, which created a temporary but acute shortage 
of younger American physicians in residency pro- 
grams. 

While the number of medical students graduating 
from our medical schools has increased markedly 
since 1945 and now totals about 7,000 annually, 
the increase in intern spaces in our hospitals to 
12,000 and residency opportunities to 25,000 made 
it obvious a few years ago that the supply of young 
physicians in this country could not meet the de- 
mand by hospitals for their services. This com- 
bination of circumstances is responsible for the 
increasing number of younger foreign physicians 
who seek (or who are sought after by American 
hospitals) places in intern and residency training 
programs in the United States. 
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Wits it like, the first few days 
and weeks of Army training? What 
are the actual day-to-day experi- 
ences of the new doctor in the Army 
under the two-year Doctor Draft? 
From my own recent experience you 
may find some answers. 

Perhaps from this article, you who 
are about to—enter service will be 
able to glean a few bits of useful 


and the training you will receive in 

the first month or so of your service. 
For those residents who have al- 

ready completed their service ob- 

ligation, I hope my account will 

bring back pleasant memories. 

If you have any preference as to 
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our First Weeks 
in Army Basic Training 


Here is a personal account of fact and flavor, a 
preview of what you can expect during your early 
weeks in the Army. The author takes you with him 
on his infiltration course, crawling under barbed 
wire with live tracer ammunition overhead (‘“‘No 
casualties...’’). He terms Army medical training 
and special lectures “‘outstanding.”’ 


Arthur L. Matles, Capt. (MC) U.S. Army 


information regarding the Army, 


the date when you begin your Army 
service, notify your Army area head- 
quarters at least three months ahead 
of time. 

About two or three weeks before 
you are to go on active duty you will 
receive official notification from the 
government through your Army area 
headquarters. Your orders will read 
that you are to report for the Army 
Medical Service Orientation Course 
at the Army Medical Service School, 
Fort Sam Houston, Texas. 


Copies 

You will receive about 25 copies 
of your orders. Although this may 
seem to be a marked waste of paper, 
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I can assure you that after a few 
weeks have passed you'll wonder 
why they didn’t send you more. Cop- 
ies of your orders are used for “proc- 
essing.” This involves signing in 
at the adjutant’s office at the school, 
at the personal, finance, and billeting 
offices. Copies of your orders will 
also be needed for shipment of your 
personal belongings and household 
goods to your first duty station fol- 
lowing your basic training. 

Therefore, Rule Number One: 
Hold on to your orders. 


Important dates 

On your orders you'll find an 
EDCSA (effective date change 
strength accountability), and an 
NLT date (not later than). The 
first simply means that from the 
EDCSA on you are on active duty. 
You must leave on your trip to Fort 
Sam on or before this date so that 
you'll be at Fort Sam by the NLT 
date specified. If you mess up on 
this detail you will be considered 
AWOL (no translation needed). 


Authorized travel 


To continue with the abbreviated 
but meaningful alphabet soup, your 
orders will also carry the letters 
TPA—which means that travel by 
privately-owned conveyance is au- 
thorized. You can go by car, train, 
bus, or airplane—and the Army will 
reimburse you for this according to 
a fixed rate, usually in excess of your 
actual outlay. (By car: six cents 
per mile.) 
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ance, 
Since your orders will read 


TDPFO (temporary duty pending 
further orders) you won’t be able to 


ilitar 


bring your wife and family or ship You 
your household goods at govern pout 
ment expense. wre 

But, if you have a car, bring your ps the 
family along anyway. You can put rod 


your household effects in a goverr- 
ment warehouse (no charge) before 
you leave for Fort Sam. Later on. == 
when you get your first duty assign- 
ment, you can arrange for shipment 
of your household effects direct to ' 
your duty station. Incidentally, be 
sure to take along the birth certif- 
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Before you leave for Fort Sam, 
e sure to have $200 or $300 for 
avel expenses, off post housing 
if you're married), uniforms, and 
ther early expenses which come up 
rior to your first Army pay day. 


QS Don’t buy any uniforms. It’s not 


ecessary to have them when you 
port for duty. Also, you will be 
structed as to needed uniform 
tems in your initial processing at 
he Fort. 

Report as directed to the AMSS— 
Army Medical Service School. 

Later, you will be given a $300 
lowance which is supposed to cover 
your uniform expenses for the next 
wo years. You'll need cash, though, 
ince your first uniform will be 
needed before you get your allow- 


ilitary experience 

You needn’t have any qualms 
about being looked upon as a raw 
recruit. You will be; and everyone 
m the faculty at the school is aware 
f this fact. Few of your colleagues 


rill have had any previous military- 


About the Draft . . 
The 


Author 
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training either. But you'll all learn 
quickly. 

As far as adjusting to the Army 
is concerned, remember that the 
Army is a way of life. The quicker 
you fit yourself in, the more you'll 
get out of your experience. So, don’t 
fight it. The Army will offer you 
training which can be of great value 
to you not only as a physician but as 
a person, too. 


Housing 


After reporting to the School Ad- 
jutant’s Office, you will probably be 
given the day off as well as the fol- 
lowing day, if necessary, to take 
care of personal problems. 

Don’t worry about housing. If 
you’re single you will be provided 
with quarters in the BOQ—Bach- 
elor Officer Quarters. If you’re mar- 
ried, there are many suitable fur- 
nished apartments available off the 
post; they range from $65 up. 


Processing 


Your next two days are for proc- 
essing. You will need your records 
and correspondence, even the letter 
indicating the date you accepted the 
your commission. 

At this time you will fill out your 


Readers may remember Dr. Matles’ article “Wait for 
. Or Enlist Now?” (RP, July 1956) 
Following one year as a resident in surgery, Dr. 
Matles enlisted. He intends to enter a plastic surgery 
residency when he completes his Army training. He 
is now stationed in Germany as a battalion surgeon 
in a field artillery unit. 
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travel voucher for reimbursement for 
your trip to Fort Sam. 


Basic uniforms 


You will also be told what the 
basic uniforms are. Buy only the 
basic ones as soon as possible from 
the quartermaster sales-store. You 
will need cash. 

If you buy the uniforms from the 
PX (post exchange), they will cost 
approximately 10% to 15% more. 

After this you will be through for 
the remainder of the week. Your 
actual classes begin the first Monday 
after you arrive. You will be in- 
structed to appear in uniform and 
will be given proper instruction in 
wearing the uniform and the proper 
insignia. 

Once again, don’t worry about 
your mistakes. You will be corrected 
in due time tactfully and casually 
in a way that will not embarrass you. 

Once you are wearing your uni- 
form, you will have to salute and 
be saluted. It’s a good idea to have 
one of your military neighbors show 
you this basic greeting and explain 
the different ranks and how to iden- 
tify them. Do this prior to your 
first class. 


School hours are from 0745 to 
1700 (7:45 am to 5 pm), Monday 
through Friday. There are a few 
exceptions to this. The first two 
weekends, you will be required to 
attend classes Saturday morning. 
Moreover, there are two field trips 
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at Camp Bullis, about 15 mile 
away. 
In the second week, whien you 
have your infiltration course, you 
will be required to leave at 0630, 
not returning until 2100 hours th 
same day. This will be discussed jy 
detail later on in this article. 


San Antonio 


San Antonio proper offers sey. 
eral attractions, renowned Mexican, 
French, and Italian eating places, 
outstanding steakhouses, moderately 
priced, a romantic short cruise down 


Near 
its central waterway, the San An, wil 
tonio River, and outdoor theaterfi 
presentations. Office. . 
Fort Sam ada 

ing to 
Fort Sam Houston itself is out-M he 


standing. There are tennis courts, a 
golf course, five swimming pools. 
Equipment is available for these a: 
well as other sports activities, in- 
cluding horseback riding. 

There are several interesting and 
worthwhile one-day sightseeing tours. 
including some to nearby Mexico 
and the bullfights. Many areas pro- 
viding excellent fishing are only 
short drives from the Fort. And 
most important, you'll find adequate 
time to participate in these activi- 
ties if you choose. 


Schooling 


Let’s return to the actual school. 
ing. There are no examinations. Re- 
quired physical exercise is minimal. 
Your first week will include intro- 
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Huctions to military medicine and 
military courtesies. Military medi- 
ine includes bacteriology, surgery, 
preventive medicine, and neuropsy- 
hiatry. 

Military courtesies cover the con- 
Huct required of an officer, includ- 
g appropriate conduct in military 
ircles. 

In your rank of captain you will 
ave to abide by and uphold cer- 
ain customs and social amenities 
attending your officer status. 


ialty 


Near the end of the first week 
ou will be interviewed by a repre- 
sentative of the Surgeon General’s 
Ofice. At this time your MOS (mili- 
tary occupational specialty) relat- 
ing to your past civilian experience 
will be adjusted if necessary. 
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Also at this time you have an 
opportunity to indicate your prefer- 
ence for location and assignment 
for the next two years. 

You will be asked to list three 
choices under U. S. and three under 
foreign assignments, according to 
areas. (In our gréup, July to Au- 
gust 1956, only those who applied 
or volunteered for overseas duty 
were accepted. From our class of 
600, about 400 applied and only 
120 received these sought-after as- 
signments. ) 
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Field trips 


During the second week you will 
be mainly concerned with your two 
field trips. Prior to your first out- 
ing, you'll be instructed in the use 
of the army rifle, the carbine. 

When you arrive at Camp Bullis, 
your unit will be divided into two 
groups. One group will go to the 
“pits” to score, mark, and repair 
targets. The second group, on the 
firing line, will be firing at the tar- 
gets with their carbines. 

Those in the pits are out of danger 
because of proper barriers. Those on 
the firing line—if they listen to the 
instructors—will be pleasantly sur- 
prised with their accuracy, even 
without previous experience. 

After the groups reverse their po- 
sitions, the next assignment is a 
demonstration by an army sharp- 
shooter of different weapons, includ- 
ing the famed “bazooka.” 


Infiltration course 


In the early afternoon after chow, 
the members of your unit will move 
into the close combat course. This 
consists of walking through a field 
and shooting at targets, which pop 
out of the ground. 

The next day at dawn, the group 
reassembles in front of the infiltra- 
tion course. It is at this time that 
you are instructed in the proper way 
to wriggle under barbed wire. You 
don’t carry your rifle, but you are 
under constant crossfire from ma- 
chine guns, firing four feet over your 
head. 
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The entire course is 10) feet 
though it seems ten times that dis 
tance. Each man is required 4 
cross the course, creeping and craw 
ing. One precaution: keep yo 
head and gluteus maximus down, 


erent 

pel cart 
ies from” 
tation 
helicop'« 
Army 


Soldiers 


There are other obstacles which 
make this flat terrain more diff 
cult. The main ones are the dumm 
mines, which have little power ex. 
cept to make noise and splatter dir 
over your head. Incidentally, thes 
are walled off so as to prevent any 
myopic captain from going the 
wrong way. 

You have to repeat this course at 
night. The screaming and cracking 
of the bullets, the flash of the tracers, 
the blast of the hidden mines are all 
your enemies, and the guiding voice 
of the instructor, your only friend. 

In our group as in the others, 
there were no casualties; all were 
able to complete this course, 
whether young or old, obese or thin, 
cardiacs, nephritics, even married 
men. 


Lectures 


The latter part of the second 
week consists of lectures on admin- 
istrative procedures, military law 
and another day spent at Camp 
Bullis. This last consists of a dem: 
onstration of a combat evacuation. 
You and your group will watch 
safely from an observation point. 
The procedure is simulated by use 
of different colored smoke in dif 
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erent creas. Fort Sam _person- 
nel carry out their different du- 
ies fror’ the front-line battalion aid 
tation and employ ambulance and 
helicopter evacuation to the Mobile 
4rmy Surgical Hospital (MASH) 
shen necessary. This exercise com- 
pletes your excursions to Camp 
ullis. 


ird week 


The third week is a continuation 
of the previous weeks’ subjects as 
well as additional material on tacti- 
cal movements and map reading. 
(One learns that the compass has 
more directions than plain North, 
South, East and West.) 

During this period of time, the 
lectures on preventive medicine (ex- 
cellent) continue. But of course 
something must intrude on _ this 
happy study time. If you haven’t 
had them previously, routine im- 
munization for tetanus, smallpox, 
typhoid, and paratyphoid begin. 


Orders 


In addition to this the early orders 
for first assignments begin to ap- 
pear. 

The combination of shots and 
orders causes the entire group to 
become uneasy. Mail call brings full 
attendance at the mail room every 
day. 

It is only reasonable that the 
steady arrival of orders should pro- 
duce many rumors. Usually, the 
only persons not believing them are 
those who started them. 
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There is no need to wonder, how- 
ever, since your orders will be for- 
warded even if they do arrive on 
the day of graduation. 


Fourth week 

The fourth week resembles your 
early medical school days. It con- 
sists of various trips to the ento- 
mology laboratories, sewage disposal 
units and to the water supply sys- 
tem, both in fixed units and a field 
unit. 

You are instructed in the proper 
manner of debridement and also 
participate, in teams of four, debrid- 
ing the wounds of extremities in 
anesthetized goats injured by low 
and high velocity missiles. This is 
a rare and invaluable experience. 

The last and final week is ex- 
tremely interesting. Outstanding lec- 
tures are given by specialists from 
the Brooke Army Medical Center on 
surgery, plastic surgery, neurosur- 
gery, thoracic surgery, vascular 
surgery and cold and hot weather 
injuries. 

Reference 

Another friendly word of advice: 
You may have quite a few lectures 
which you will consider boring dur- 
ing your five weeks of basic. Don’t 
throw away your mimeographed 
summary papers; some day, whether 
you are assigned to a hospital or a 
field unit, you will have to refer to 
them. 


Graduation 
Your last day will most probably 
be one of excitement. This is your 
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day of graduation. However, this 
time you are not in cap and gown, 
but in Army uniform. This is the 
last time you will march as a group 
to the now familiar theater build- 
ing. You will be accompanied by 
the marching rhythm of the Army 
band. In the theater itself, the cere- 
mony lasts for about one hour. After- 
ward, upon receiving your records 
and a per diem check ($4 for 
each day you’ve been away from 
home while attending AMSS), you 
can then depart by TPA for your 
next and permanent assignment. 

I have tried to give you the high- 


lights of life as an Army doctor jp 
the embryonic stage. There will be 
many problems. Perhaps haye 
helped to clear up a few of these. 

Army life is an unforgettable ey. 
perience. It is also potentially a pro. 
fessionally profitable one. 

Perhaps in the very near future 
you will be in Japan, France, South 
Dakota, Washington, San Francisco, 
Or, maybe we'll meet in Germany 
where I’m presently stationed. In 
any event, keep in mind that you 
will be serving your country. Serve 
with pride and honor. You'll never 
regret it. 


“How is he, doc?” 
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Food, Drugs 


T wo physicians played leading 
roles in developing federal legisla- 
tion leading to our present food and 
drug laws. One was a chemist and 
medical school professor. The other, 
a United States Senator and former 
city health commissioner. 


Fifty years 


The first piece of legislation seek- 
ing to control the purity of food, 
drink and drugs was made into law 
fifty years ago. It was sparked 
largely through the efforts of Dr. 
Harvey W. Wiley of Indiana. Dr. 
Wiley’s first love was chemistry; 
later, working under a doctor in 
Milton, Kentucky, he became a phy- 
sician. A professor at Indiana Med- 
ical School and later at Purdue, he 
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and Federal Law 


Supporting physicians’ efforts to promote better health 
are the laws governing the purity, labeling and claims for 
food, drugs, cosmetics and health devices. 
brief history of the laws along with interesting case his- 
tories which highlight the laws’ provisions. 


George A. Friedman, M.D., LL.B. 


Medicine and the Law 


Here is a 


joined the Division of Chemistry of 
the Department of Agriculture in 
1883. 


Adulteration 


It was here that Dr. Wiley ob- 
served that few articles of food on 
the market were absolutely pure. 
Adulteration of foods was wide- 
spread. He decided he would do 
what he could to prevent these 
abuses and tackle the problem of 
quack remedies and misbranded pat- 
ent medicines. The Pure Food and 
Drug Act of 1906 was the immediate 
result. 


Purity 


Dr. Wiley remained with the Divi- 
sion of Chemistry until 1912, direct- 
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ing his efforts toward the improve- 
ment of the quality of food and 
drugs, with special emphasis on 
purity and freedom from adultera- 
tion. For the next 17 years he was 
food editor of Good Housekeeping 
magazine. He died June 30, 1930, 
just 24 years to the day from the 
time the Act of 1906 had become 
law. 

The Act of 1906 had many weak- 
nesses. But it proved effective in 
halting some of the abuses of food 
and drug manufacture. It was a 
good beginning. 

In 1933, Senator Royal S. Cope- 
land, a physician who had previ- 
ously been Health Commissioner of 
the City of New York, introduced 
new legislation designed to improve 
and maintain higher standards of 
food, drugs and cosmetics and for 
the next five years, Dr. Copeland 
was in the center of hearings, bitter 
debates and wrangling over the pro- 
posed legislation. 


Hearings 


During the Congressional . hear- 
ings a witness related an amusing 
story of a grocer who called down 
from the second floor where he lived 
with his family: 


“Boy, have you watered the 
oysters?” “Yes,” said his appren- 
tice. 


“Have you mixed the tea?” “Yes.” 
' “Well, then” called the grocer, 
“come up and say prayers with us.” 
The drug industry was opposed to 
the proposed Act because it feared 
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that it was “a calculated attempt io 
deprive the American people of the 
right to self-medication.” The pub. 
lishing industry was opposed be. 
cause it believed the establishmen 
of so high a general quality woul 
seriously affect the advertising of 
branded goods. 


Standards 


On March 22, 1935, President 
Roosevelt sent a special message to 
Congress and pointed out the need 
for maintaining and improving high 
standards of integrity in foods, drugs 
and cosmetics. He added that loop- 
holes had appeared in the 1906 law 
which made abuses easy.” 

The Act was made law in 1938 as 
the Federal Food, Drug and Cos 
metic Act. Dr. Copeland had made 
this fight the culminating effort of 
his career; he died four days after 
the law was passed. 

The Act of 1938 is a consumer 
measure to protect the health, wel- 
fare and pocket-book of the public. 

It rests upon the constitutional 
power of Congress to regulate inter- 
state commerce.* It prohibits the 
movement in interstate commerce of 
adulterated and misbranded foods, 
drugs, devices and cosmetics. 

This Act is administered by the 
Food and Drug Administration, un- 
der the Department of Health, Edu- 
cation and Welfare. 

The Department of Justice aug: 
ments the work by deciding whether 
court proceedings are to be brought 
in the given case. 
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Adve:tising is under the control 
and jcrisdiction of the Federal 
Trade Commission. 


Federal, local 

Although the several states have 
jurisdiction of foods and drugs in- 
volved in intra-state commerce, and 
municipalities over matters that are 
local, it is the Federal control of 
goods that is most important; two 
thirds of the annual sixty-five bil- 
lion dollars worth of goods are 
shipped in interstate commerce. 

In the event of enemy attack upon 
this country, all agencies (federal, 
state and local) would co-operate in 
impounding all dangerously contam- 
inated foods, drugs and cosmetics. 
Salvage, removal, further new pro- 
duction, storage and shipment of 
materials would also be accom 
plished under combined authority. 


Napoleon in order to better feed 
his army offered a prize to the per- 
son who would devise a method for 
keeping perishable foods for a 
longer period of time. In 1809, 
Nicholas Appert won the stipend 
for devising a method for sterilizing 
food in a hermetically sealed glass 
container. 

Two Americans, Kensett and Dag- 
gett, were granted a patent in 1825 
for a preserving process which util- 
ized “vessels of tin.’ 

The term “food’”®> means (1) ar- 
ticles used for food or drink for man 
or other animals, (2) chewing gum, 
and (3) articles used for compon- 
ents of any such article. 


Substance 


Green coffee beans were seized 
because of adulteration. They were 
held to be food even though they 
were required to undergo processing 
before being sold to the public.** 

During an intermediate process in 
the making of maple-syrup, minute 
amounts of lead get into it. Since 
the lead is a poisonous substance 
and the syrup is now a food danger- 
ous to health it was held to be adul- 
terated even though it was strenu- 
ously argued that the lead would 
later be removed.® 

Thus a food may be deemed to be 
adulterated if it bears or contains 
any poisonous or deleterious sub- 
stance which may render it injurious 
to health or if it consists in whole 
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or in part of any filthy, putrid or de- 
composed substance.’ 

Where moldy berries were proc- 
essed after shipment in interstate 
commerce these fell under the cover- 
age of the Act.® 


It is not necessary to show that 
the product is unfit for food; it is 
enough to show that the subject mat- 
ter consisted in part of decomposed 
substance. 

Where dried eggs contained lactic, 
acetic, and formic acids and exces- 
sive bacteria they were held to be 
adulterated in that they consisted 
of decomposed substance.® Where a 
packer shipped, in interstate com- 
merce, butter manufactured from 
cream, some of which had at times 
in it rodent hair, feather parts, flies, 
maggots and other such filth, the 
government was found entitled to an 
injunction. 

In a case where fluorine was found 
in beer and ale the defendants were 
prosecuted for having added a 
poisonous and deleterious substance 
which was unsafe as it was not re- 
quired in the production of the ar- 
ticles. The question was not whether 
the fluorine was harmful but whether 
the fluorine, if added, was harmful 
and poisonous. 


Economic 


In times of high prices or svarcity, 
incentives may exist for substitution 
or abstraction of ingredients from 
products. To protect the consumer’s 
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purse, a section was inserted to pre- 
vent “economic adulteration.”'? 4 
food is deemed to be adulterated jf 
any valuable constituent has jp 
whole or in part been omitted or 
abstracted therefrom, or if any sub. 
stance has been substituted, or jf 
damage or inferiority has been con- 
cealed in any manner. 

No substance may be added to 
increase its weight or reduce its 
quality or strength or make it ap- 
pear of greater value than it is." 

Where polyoxyethylene was added 
to bread in the form of a meno- 
stearate to be used as a bread soft- 
ener this was disapproved because 
in the minds of the consuming pub- 
lic the erroneous impression would 
be left that the bread had been new- 
ly baked." 

When in the judgment of the Ad- 
ministrator such action will promote 
honesty and fair dealing in the in- 
terest of consumers, he issues regu- 
lations fixing and establishing for 
any food, under its common ani 
usual name, a reasonable definition 
and standards of identity, quality 
and fill of container.’® 


Misbranding 


A food shall be deemed to be 
misbranded if its labeling is false 
or misleading in any particular. 

Defendants were prosecuted for 
selling horse-meat improperly la- 
beled.!? Further a food is misbranded 
if it is sold under the name of an- 
other food.?* If it is an imitation its 
label must bear the word “imita- 
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ion” i: mediately before the name 
fthe fod imitated.1® Where a label 
ore the words “not an ice cream” 
product that imitated ice-cream 
ras he'd to be misbranded. To de- 
ermine whether a food is an imi- 
ation 1 composite of all elements 
similarity is taken into considera- 
jon.?° 

A food shall be deemed to be 
isbranded if it purports to be or 
s represented for special dietary 
ses, unless its labeling bears such 
nformation concerning its vitamin, 
ineral and other dietary proper- 
jes as the Administrator determines, 
nd by regulations.?? 

If a food bears or contains any 
ttificial flavoring, artificial color- 
g, or chemical preservative unless 
t bears labeling stating that fact 


The term “drug” means (1) ar- 
icles recognized in the official U.S. 
Pharmacopoeia, official Homeopathic 
Pharmacopoeia, or official National 
ormulary; and (2) articles intend- 
ped for use in the diagnosis, cure, 
itigation, treatment or prevention 
pf disease in man or other animals; 
und (3) articles (other than food) 
snd components intended to affect 
he structure of any function of the 
jody of man or other animals.2* 


se determines 


It is the intended use of an article 
hat determines whether it is a drug 
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regardless of its inherent properties 
or dictionary definition. And it is 
immaterial whether it is designated 
as a therapeutic agent or as a nutri- 
tional support. 

A representation either that an 
article has “value” or “nutritional 
value” in the treatment of heart 
trouble will make the article a drug. 

An article which is a food may 
also be a drug depending upon its 
intended use.?* 

Mineral water which was seized 
for misbranding for use in mineral 
deficiency diseases was found mis- 
branded both as a food and as a 
drug.?® 

Where water was “Recommended 
in treatment of Bright’s disease” it 
was held to be a drug. 

Where cigarettes were shipped in 
interstate commerce with leaflets 
suggesting that they were effective 
in preventing respiratory or other 
diseases they were held to be drugs. 
However, where no adverse effects 
were claimed due to smoking, the 
court held that no therapeutic claim 
was being made for Chesterfield 
cigarettes.?* 

To prevent the misbranding of 
drugs or devices the act provides?® 
that labeling cannot be false or 
misleading in any particular. 

A packaged article must bear the 
name and place of business of the 
distributor and an accurate state- 
ment of its contents. 

All printing must be prominent 
and likely to be read. 

If it contains any quantity of nar- 
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cotic or hypnotic substance that is 
likely to be habit forming then the 
label must bear the _ statement, 
“WARNING—MAY BE HABIT FORM- 
ING.” 

The drug must bear on its label 
“adequate directions for use” and 
such adequate warnings against 
those pathological conditions or use 
by children where its use may be 
dangerous to health, or against un- 
safe dosage or methods, or duration 
of administration or application. 

It must contain warning state- 
ments with reference to deterioration 
if it is liable to deteriorate. The 
container must not be misleading 
and it must not be an imitation or 
offered for sale under the name of 
another drug. 

It must not be dangerous to health 
in the dosage prescribed. 

If it is represented to be a drug 
composed wholly or in part of in- 
sulin it will be deemed to be mis- 
branded unless a certificate or re- 
lease has been issued for it. 


Labeling 


The term labeling?® means all 
labels and other written, printed, or 
graphic matter upon any article or 
any of its containers or wrappers, 
or accompanying such article. 

In a case where a mixture of 
vinegar and saltpeter was advertised 
as a cure for diabetes in statements 
in accompanying printed matter, the 
court held this to be “labeling” un- 
der section 201(m) of the Act.2° No 
physical attachment of circulars or 
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WARNING - May 
BE HABIT FORMING 


DOIT-CH 
PILLS 


pamphlets to the article is necessary 
since an article is accompanied by 
another when it supplements or ex- 
plains it. Sex hormones were held 
to be misbranded for not having 
“adequate directions for use” be- 
cause of directions that before use 
“a physician should be consulted.”™ 


Claims 


Misleading therapeutic claims are 
regarded as a health hazard in can- 
cer and other serious diseases be- 
cause they may allow people to use 
worthless drugs and in so doing 
delay proper medical treatment. For 
the cure of cancer the defendant: 
sold two medicines.*? The black 
medicine contained potassium iodide 
and extracts from prickly ash bark. 
buckthorn, red clover blossom, 4l- 
falfa, and cascara sagrada. The 
pink medicine contained potassium 
iodide and lactate of pepsin. 
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ifferc sce of opinion 

By r-zulation, when the existence 
of valid differences of opinion among 
experts is a fact, the failure to reveal 
may render the labeling mislead- 
ing.** Evidence showed that an un- 
der-arm deodorant was not harmless 
and that its use would cause skin 
irritations and dermatitis in some 
people. The manufacturer was re- 
quired to cease and desist advertis- 
ing that the preparation “stopped” 
underarm perspiration.** 

The seizure section of the Act 
provides that an article can be pro- 
ceeded against while in interstate 
commerce or at any time thereafter. 
A druggist transferred sulfathiazole 
tablets from a large container to a 
small one. The former bore ade- 
quate directions for use but the lat- 
ter did not. The retail-druggist was 
prosecuted by the government for a 


No person shall introduce or de- 
liver for introduction into interstate 
commerce any new drug unless an 
application pursuant to  require- 
ments has been filed.** This section 
was the result of the elixir-sulfanila- 


mide tragedy of 1938 when some’ 


ninety people died because of the 
diethylene-glycol which had been 
used as a solvent and which was the 
lethal factor. 
The label did not even mention 
the presence of the diethylene-glycol. 
The Act provides for adequate 
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evaluation of the safety of drugs 
prior to distribution. 

Certification is now provided for. 
The Administrator shall promulgate 
regulations providing for the list- 
ing of harmless coal-tar colors.** 
Batches of drugs composed wholly 
or partly of insulin shall be pro- 
vided certification.** Drugs com- 
posed wholly or partly of any kind 
of penicillin, streptomycin, Aureo- 
mycin, chloramphenicol, bacitracin, 
chlortetracycline and_ tetracycline. 
or any derivative thereof shall be 
certified as to strength, quality and 
purity.*® 


Prescription 

A prescription is an order by a 
doctor in writing directing an exact 
amount of a certain drug bezring 
definite directions for use for a spe- 
cific patient. A prescription should 
not become a negotiable instrument 
because the doctor is not responsible 
for refills which occur without his 
authorization or knowledge. 

When a patient asks a druggist to 
refill a prescription without a physi- 
cian’s authorization he is, in effect. 
asking the druggist to practice medi- 
cine because he is assuming that no 
changes have occurred in his condi- 
tion. 

When a physician writes a pre- 
scription he should be keenly aware 
of the refilling problem. He should 
provide for refilling at will or for a 
certain number of times or write 
“non-refillable.” These provisions 
will protect the patient from well- 
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tion. The Act*® states that the tern, Where 
Amondment “device” means instruments, appagpted 
ratus, and contrivances, includinggpatients 
their component parts and accesmnd sinu 
sories intended for use in the diag{from la! 
nosis, cure, mitigation, treatment om beinz 
prevention of diseases in man «ign the 
cause of its toxicity or other poten- animals or to affect the structure orhipped 


vom for harmful effect, or the any function of the body of man oessional 
method of its use is not safe except ther animals. 


under the supervision of a practi- 
tioner licensed by law to administer 
the drug, shall be dispensed only by 
the prescription of a practitioner 
licensed by law to administer such 
drug. 

If the drug falls under the “new 
drug” section and is thus limited to 
use under professional supervision 
it too needs a prescription. 

The prescription may be oral if 
it is reduced promptly to writing and 
filed by the pharmacist. The re- 
filling of any such written or oral 
prescription must be authorized by 
the prescriber either in the original 
prescription and/or by oral order 


In 1951 the Durham-Humphrey 
Act amended section 503(b) of the 
Act. A drug intended for use by 
man which is habit-forming or be- 


The same provisions which pro 
tect against misbranding and adul.™ In the 
teration of drugs are applied B69) as 
devices.41 Thus as in the case office was 
drugs there can be no contaminationfpatient + 
or labeling which is false or misMurther ¢ 
leading in any particular. e devi 

A phonograph record for whichfMatient 1 
claims had been made for relieving{eing be 
insomnia was proceeded 
The record was found to be “mis elect 
branded” in that it conveyed thefulb, a 
impression that the record was agensing 
cure-all for insomnia from anygfides of 
cause, which representation was not[Rcturer 
only misleading but false. rative 
Therapeutic devices, which al- false. 
which is reduced promptly to writing though harmless in themselves werelf The ri 
and filed by the pharmacist. dangerous in that ignorant and gul-{r him: 

If the act of dispensing is contrary _]jble persons were likely to rely uponfe prov 
to the above provisions it shall be them instead of seeking professional fet whi 
deemed to be an act which results advice for conditions that the dehich w 
in the drug being misbranded while vices were represented to relieve ouced in 
held for sale. prevent.‘ mmer¢ 


This measure is designed to curb Circulars which were sent oulf® “air 
the sale of dangerous drugs without after the device had been delivered” “he 
prescription. which gave instruction to the pur The A 

The enforcement of this provision chaser were held to be part of the | cons 
deals directly with public health and labeling of the device which wa: ho are 
receives a great deal of attention. seized in that the label did not beargg°dulou 
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adequate directions for use.”** 
Where certain “generators” liber- 
ted chlorine gas to be breathed by 
atients in the treatment of arthritis 
nd sinusitis they were not exempt 
rom labeling provisions of the Act 
being shipped to chiropractors 
n the theory that they were being 
hipped to physicians in their pro- 


In the U. S. v. Olsen (161 F.2d 
69) a so-called Spectro-Chrome de- 
ice was seized in the home of the 
atient even though there was no 
rther commercial intention to sell 
e device and even though the 
atient was convinced that he was 
eing benefitted by the device. This 
psisted of a cabinet equipped with 
n electrically operated fan, a light 
lb, a water container, two con- 
ensing lenses and several glass 
ides of various colors. The manu- 
cturer claimed in circulars certain 
rative powers which were held to 
e false. 

The right of a person to prescribe 
br himself is thus subordinate to 
he provisions of Section 304 of the 
ct which provides that an article 
hich was misbranded when intro- 
uced into, and while in interstate 
pmmerce, was liable to be proceed- 
! against and condemned “at any 
e thereafter.” 

The Act was designed to protect 
| consumers which includes those 
ho are wise but also those who are 


not bear 


hysicial 


edulous. 
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Quack 


Many ills are psycho-somatic and 
will respond to high-powered sug- 
gestion. The quack always has avail- 
able many people to testify as to the 
curative powers of the device. Some 
diseases are self-limiting; yet de- 
vices used as healing takes place are 
credited by the patient, with a cure. 

In many cases people have been 
treated by responsible doctors and 
have been told that they are suffering 
from serious illness which needs 
radical treatment. Thus, by turn- 
ing to the device the patient may be 
denied needed medical treatment 
until it is too late. 


Cosmetics 


Cosmetics are articles intended to 
be rubbed, poured, sprinkled or 
sprayed on, introduced into, or 
otherwise applied to the human body 
or any part thereof for cleansing. 
beautifying, promoting  attractive- 
ness, or altering the appearance. 
Articles intended as components of 
cosmetics are included in the defi- 
nition. But soap is not a cosmetic 
according to the Act.*® 

A cosmetic shall be deemed to be 


_ adulterated if it bears or contains 


any poisonous or deleterious sub- 
stance. A coal-tar hair dye, how- 
ever, bearing a cautionary legend on 
its label warning of its dangers, is 
exempt from the provision. The 
label must also bear adequate direc- 
tions for preliminary testing. 
Eye-lash and eye-brow dyes are 


onal practice.* 

onsumer protection 
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not included in the definition of 
“hair-dye.” 

The same general terms as to 
misbranding apply as in the case of 
drugs and devices. Labels must be 
sufficient in prominence, printing 
and conspicuousness. The container 
must be so made, formed or filled as 
not to be misleading. 


Inspection 


Factory inspection is provided 
for*® by the Act to enable strict 
standards of compliance to be car- 
ried out. This inspection is designed 
as much to be of help to the manu- 
facturer as of enforcement by point- 
ing out to him inadvertent violations 
that in good faith can be timely 
corrected. 


Product seizure 


Seizure is the sanction which is 
used in the greatest majority of cases 
where a violation of the Act has 
taken place. The product itself is 
proceeded against. The Govern- 


ment may bring a crimiual action 
against a corporation or a respon- 
sible individual. 

The injunction sanction is avail. 
able but is used least. 


Highest standards 


The American people today enjo 
the highest food and drug standards 
in the history of the world. This 
has been made possible first by the 
Act and secondly by the free enter 
prise system in industry where com 
pliance to the Act is, in almost 100% 
of the industry, voluntary. 

By raising standards to so high 
a level both the public and the in 
dustries have gained since it is onl} 
the fringe or marginal operators wh 
violate the Act. 

Further, the Food and Drug A 
ministration has developed into af 
agency involved not only in enforce 
ment of the Act but in research anf 
dissemination of knowledge of fa 
reaching importance in medicin 
and nutrition. 
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Who Was Still? 


si by Arthur J. Prange Jr., M.D. 


~ ooner or later every physician 
in the course of his professional or 
community duties rubs elbows with 
an osteopath. 

Gradually, he becomes aware of 
the prevalence of osteopathic prac- 
tice. And eventually he will won- 
der: “How did it get started?” 

It is to this question that we ad- 
dress ourselves in this article. But 
to do so with any accuracy we must 
adopt for a time the detached atti- 
tude of the historian who wishes to 
know “what happened” and cares 
little whether or not the event was 
“good, bad or indifferent.” 

Basic to the origins of osteopathy 
is the life of Andrew Taylor Still. 
Few other men in history have 
played such an exclusive part in 
founding a field of practice or be- 
lief, medical or otherwise. For a 
number of years Andrew Taylor 
Still and osteopathy were almost 
synonymous terms. 

The roots of the Still family tree 
tap the earliest days of American 
history. Revolutionists, Indian fight- 
ers, frontiersmen—all are represent- 
ed. Still’s father, Abraham, was an 
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Here are some interesting highlights of the life of an 
almost forgotten figure, a doctor who rejected standard 
concepts and methods of medical practice and became 
one of the most controversial figures of his time. As few 
before him, Andrew Taylor Still’s dynamic qualities of 
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leadership enabled him to establish a system of the heal- 
ing arts which exists in modified form in our society. 


ordained Methodist minister, a cir- 
cuit-rider of Tazewell County, Vir- 
ginia; his mother, Martha Moore, 
was raised in the backwoods of 
Tennessee and was the daughter of 
James Moore, who had spent several 
years as the prisoner of the infamous 
Shawnee chief, Black Wolf. To 
these sturdy folk, Andrew Taylor 
Still was born on August 6, 1828. 
Twelve years later the family moved 
to Schuyler County, Missouri, where 
Andrew was promptly ordered to 
assist in the building of the log 
school that he later attended—harsh 
work for any boy. The injustice 
was short-lived, however, for within 
a few years Still was compelled to 
drop out of school to help tend the 
family farm. 


Medicine and religion 


Although Andrew’s father was a 
preacher, in true frontier fashion he 
had other vocations as well—farmer, 
millwright, and doctor—according 
to the occasion. As Andrew began 
to show interest, the elder Still fre- 
quently took him along on his mis- 
sions, which consisted of holding re- 
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vival meetings for the needy in spirit 
and afterwards administering medi- 
cine to the infirm in body. 

This in essence was the medical 
training of Andrew Still. But in 
those days it was in no way singular 
nor was it thought deficient. In 
other than the metropolitan centers, 
apprenticeship was the usual means 
of gaining a medical education; a 
period of guidance and a handful of 
remedies made a man a doctor. 


Tragedy 

In 1849, Still married and took 
nis bride to western Missouri. Here 
he found peace and satisfaction as 
he farmed and treated the local In- 
dians. Then, in 1859, a tragedy oc- 
curred that was to change the course 
of the young doctor’s life. Still’s 
wife and two sons died suddenly of 
what, in retrospect, must have been 
epidemic meningitis. 

This terrible loss haunted him, 
and in his later writings Still stated 
that it was the first of many episodes 
that awoke him to the fact of the 
“pitiful ineffectiveness” of drug 
therapy. 


Legislator 
Still remarried, sired a daughter 


About 
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Author 


and two sons; his sons later became 
members of the first class of the 
American School of Osteopathy. 

Again there was a brief period of 
tranquillity as Still’s practice of or. 
thodox medicine flourished and his 
fortunes prospered. The owner of 
two farms, a sawmill, and consider. 
able property in Missouri and Kan- 
sas, Still was elected by the people 
of Douglas County to represent them 
in the Missouri State Legislature. In 
addition to these activities he some. 
how found time and energy to be. 
come one of the founders and early 
benefactors of Baker University at 
Baldwin, Kansas. 


Soldier 


In 1861, the course of Still’s life 
was again altered. This time the 
event was not the indifferent cruelty 
of nature, but the catastrophe of the 
Civil War. Never one to supress his 
opinions, Still had been an arden! 
abolitionist and an intimate of John 
Brown and Jim Lane during the hee- 
tic pre-war years in Kansas and Mis 
souri. When war finally came, Still 
promptly enlisted in the Ninth Kan 
sas Cavalry. Although his service: 
were recognized and he was pre 
moted to the rank of major, Stil 


Dr. Prange was graduated from a Michigan 
medical school, took a rotating internship and 
one year of residency before being recalled for 
Navy service in 1952. He is currently in his third 
year as a resident in psychiatry. This is the 
author’s second contribution to your journal. 
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Osteopathy 


Defini:ions of osteopathy include: 
“4 sy tem of therapeutics based on 
the theory that diseases arise chiefly 
from displacements of bones, with 
resuliant pressure on nerves and 
blood vessels, and can be remedied 
by manipulation of parts.”—Web- 
ster’s Collegiate Dictionary, Fifth 
Edition. 


Also “1. Any disease of a bone. 


2, A system of therapy in which 
diseases are treated by manipu- 
lating the bones and by other 
manual manipulations intended to 
restore the deranged mechanism of 
the body. The official definition of 
osteopathy adopted by the Amer- 
ican Osteopathic Association is: 
‘That system of the healing art 
which places chief emphasis on the 
structural integrity of the body 
mechanism, as being the most im- 
portant single factor to maintain 


the well-being of the organism in 
health and disease.” —The Amer- 
ican Illustrated Medical Dictionary, 


21st Edition. 


From Stedman’s Medical Dic- 
tionary, 18th Edition, the following 
is taken: “1. Any disease of bone. 
2. A school of medicine based upon 
the theory that the normal body, 
when in correct adjustment, is a 
vital machine capable of making 
its own remedies against infections 
and other toxic conditions. The 
office of the physician of this school 
is to search for, and when found, 
to remove if possible, any peculiar 
condition in joints, tissues, diet or 
environment which are factors in 
destroying the natural resistance. 
The measures upon which he relies 
to effect this end are physical, 
hygienic, medicinal, and surgical, 
while relying chiefly on manipu- 
lation.” 


became less and less satisfied with 
existing methods of medical prac- 
tice; there seemed to be so little 
that he could do to cure or mitigate 
the sufferings of his fellows-in-arms. 


No record 


In a campaign against General 
Sterling Price, the famous Confed- 
erate raider, Dr. Still sustained in- 
juries that later prompted him to 
apply to the federal government for 


pension. His commanding officer 
wrote on his behalf: “. . . while on 
the Price raid, from pressure of 
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arms and ammunition on his bowels, 
claimant contracted rupture, and 
in battle, he contracted heart dis- 
ease, all of which occurred in Oc- 
tober, 1864.” In addition, his per- 
sonal physician testified: “He was 
afflicted with valvular disease of the 
heart, with syncope while asleep 
while lying on the left side, and is 
ruptured on each side, with tendency 
to paralysis of left side and arm.” 

This array of symptoms apparent- 
ly had as little effect on the War 
Department as it did on Still’s 
longevity. 
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He was denied his pension be- 
cause there was no official record 
that his regiment had ever been a 
part of the United States Military 
Service. 

He lived to be eighty-nine. 


Medical school 


Following the war, Still enrolled 
in the Kansas City School of Physi- 
cians and Surgeons. Whatever he 
may have learned about the uses of 
purges and emetics and about the 
diseases, fever and flux. Still was 


Homeopathy 


A system of therapeutics called 
homeopathy was developed by 
Samuel Hahnemann (1755-1843) 
which was based partly on the doc- 
trine of similars or law of similia 
which, from the aphorism’ similia 
similibus curantur, indicated that 
like things are cured by like things. 
In essence, this theory held that 
certain drugs, when given to a 
healthy person in large doses, will 
produce symptoms of a disease. 
The same drug, given in small 
doses, will cure the disease having 
these symptoms. 
Homeopathy also embraces the 
theory that the potency of drugs 
may be increased by extensive tri- 
turation or dilution, and that most 
chronic diseases are simply mani- 
festations of a suppressed “itch” or 
“psora.”—Stedman’s Medical Dic- 
tionary, 18th Edition, and Gar- 
rison’s History of Medicine. 


apparently unsatisfied. Returning 
home, he procured, by means wp. 
known, a human skeleton and began 
to accumulate a considerable med. 
ical library. 

Dr. Still soon became a local 
legend, for he was frequently to be 
seen walking down the street with 
human bones protruding from ever 
pocket and a copy of “Gray’s Anat- 
omy” under his arm. In those days, 
when the human body was in itself 
an object of reverence and greatest 
prudery, mothers as a matter of 
course lowered window shades as he 
passed by on the street. But ostra- 
cism troubled him little, and Still 
continued his studies. 


Out of chaos 

In 1874, he was ready to announce 
his system of therapy. According 
to Still’s own account, one day in 
July of that year, he asked himself. 
“Where are the patients that we 
treated yesterday?” and he an 
swered, “They are dead. .. .” 

“From that time on,” writes Still. 
“I was an osteopath.” 

But to understand his decision we 
must first examine its historical 
setting. 

Medical education was in a state 
of utter chaos. At that moment 
there were few schools, althoug) 
from 1873 to 1890, 112 suddenl 
materialized in this back room and 
in that office. Quinine, calomel, and 
strychnine were alternately invoked 
according to various symptoms. 
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Anesth: sia, rediscovered, had been 
mploy d for several decades, but 
jster’= work on surgical antisepsis 
as to wait two more years for gen- 
ral acceptance. Laparotomy was 
n uncommon procedure.  Antibi- 
tics, of course, were unimagined. 
hrlich was twenty years old. 


Reforin 


Still was not the first to try to lemme: 


eform. abandon or limit drug ther- 
py. Hahnemann and his homeo- 
athic school, following the “prin- 
iple of the thirtieth,” recommended 
harmocological drops in the thera- 
eutic bucket, or minute amounts of 
Hiluted drugs. 

In the United States, the Thom- 
mians held that only drugs of 
egetable origin were safe and effec- 
ive, and this idea is still expressed 
n the advertisements of over-the- 
ounter nostrums—“contains vege- 
able compounds only.” Thompson, 
yy the way, was a farmer (1796- 


1843). 


Sylvester Graham, an English die- 
itian (1794-1851), believed that the 
ey to health lay in the extension of 
emperance to food as well as alco- 
wl. Children still munch whole- 
rain crackers that bear his name. 


still’s principles 


It is important to note that these 
eforms for the most part were not 
nthe direction of innovation but of 
enunciation. Still joined this icono- 
‘lastic trend when he described his 
rinciples. 
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1. The body contains in itself all 
the drugs and humors necessary for 
the maintenance of health and the 
cure of disease. 

2. Most diseases, except obvious 
cases of trauma, are due to malposi- 
tions of the bones of the spinal col- 
umn and these malpositions of the 
vertebrae cause pressure on spinal 
nerves, thereby interrupting the 
“vital flow” through the nerves and 
predisposing to diseases of the parts 
supplied. 

3. When disease is not due to a 
spinal lesion it causes a secondary 
lesion of the spine, further decreas- 
ing the body’s resistance and thus 
setting up a vicious cycle. 

4. All that is necessary to cure 
disease is to relieve pressure on 
nerves, thus allowing greater quan- 
tities of blood to flow to the part 
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and effect a cure. This ‘= the “Law 
of the Artery.” 

5. Drugs are poisons and axe 
therefore worse than useless in the 
treatment of disease. (For example, 
Still believed that tabes dorsalis was 
caused by mercury treatment.) 


Allusive concepts 


These statements are absurd—and 
profound. Even osteopaths no longer 
hold to them. But if we read be- 
tween the lines we find adumbrated 
certain fundamental concepts of 
modern medicine. 

Still’s first principle can be con- 
strued as a crude statement of the 
humoral theory of immunity. 

In the second, there is recognition 
of the phenomenon of locus minoris 
resistantiae, although there is rigid 
insistence that the locus must be the 
spinal column. 

Still says that the body contains 
all that is needed for the cure of 
disease, and one is constrained to 
think of replacement therapy and 
the use of biologicals. 

His statements, taken as a whole, 
seem vaguely allusive to current con- 
cepts of adaptation. Still’s aim was 
to enhance the natural resistance of 
the body, and he thought he had 
found a way to do it. 


God’s drug store 


This drugless medicine was not 
well received. By 1875, Still’s for- 
tunes had dwindled to such an ex- 
tent that he was forced to move his 
family to Kirksville in northeastern 


Missouri. Here his reception wa 


more cordial, though it seems certaiy 
that his captivating manner was ; 


least as great a factor as his medics 
theories. Still’s personality, force 
ful and magnetic, was in fact hj 
downfall. He was suffused with 
sort of homespun mysticism, and hi 
writings have an unmistakable me; 
sianic flavor: “God’s drug store ; 


in recording examples of Still 
power of divination. During one of 
his first Springs in Kirksville, ; 
woman came to Still’s office over 


upon Dr. Still faced in the directio 
of the afflicted woman’s house, se 
eral miles removed, and closed bi 
eyes. In a few minutes he turned 
to his visitor and said, “Your friend 
has a goiter. Bring her here and! 
shall remove it.” (According to the 
writer, the woman came; she had 
a goiter; Dr. Still removed it.) 


Alone 


From 1874 until 1892, when the 
first osteopathic school was estab: 
lished, Still carried the banners o! 
his new practice virtually alone 
Osteopathy in those days seems tv 
have been a nocturnal pursuit, and 


7A. G. Hildreth as quoted by E. RB. 
Booth in “History of Osteopathy ané 
Twentieth Century Medical Practice, 
Caxton Press, 1924, Cincinnati, Ohio. 
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Still ges many accounts of waiting 
in the kitchen while the unsuspect- 


iON wa 
Certain 


r was aming “egular doctor” treated his 
‘medicaimpatien: and left. But along with 
forcefm™these “scapades Still also describes 
fact cures. 
| with : 
_and hi Benefits 
ble mes! There can be no question that 
store ia@msStill did in fact benefit many of his 
reet, buli™patients. How can we account for 
g.powemmthis? First of all. as already de- 
scribed, the contemporary practice 
delight of orthodox medicine was none too 
f Still precise. which is to say that Still’s 
Z one offresults were measured against stand- 
sville, aards much inferior to those we know 
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today. Secondly, if, as we have rea- 
son to believe, hysterical conversion 
reactions were more common in the 
repressive, fundamentalist millieu of 
Still’s time than they are today, then 
it would be expected that a man of 
his character would achieve, even 
unwittingly, a number of cures or 
remissions on the basis of sug- 
gestion. 

Finally, his manipulations of the 
spine may have done no good be- 
yond suggestion, but they also did 
little harm, except in the occasional 
case for which more effective treat- 
ment was available. Unhindered, 
nature is sometimes kind. 


Unfortunately, Still considered his 
results to be proof of his theories, 
and so did many others. Encour- 
aged by a burgeoning group of 
sympathizers, Still succeeded in 
founding the American School of 
Osteopathy in Kirksville. For a 
years he served as a faculty of one. 
However, in the summer of 1892, a 
Scottish surgeon, William Smith, 
visited a fellow M.D. in Kirksville 
and learned of this “deplorable” 
local development. Stimulated by 
curiosity, he visited Still, and before 
this meeting ended at 4 o'clock in 
the morning, Dr. Smith had agreed 
to return in the Fall to become the 
first professor of anatomy in the new 
school. 

With other converts and growing 
acclaim, legislative recognition in- 
evitably followed, and during these 
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ascendant years, Still’s leadership 
was undisputed. His proponents 
wrote of him in tones of religious 
devotion, and it is a defect of any 
biography that we must view him 
chiefly through their eyes. It be- 
came the mode to compare the “Old 
Doctor” to the martyred Abraham 
Lincoln—‘“Lincoln freed us from 
slavery, Still from drug therapy”— 
and their humor was cited as simi- 
lar: “If I tell a lie today and an- 
other tomorrow, then I will be as 
reliable as a druggist.” 


But as osteopathy grew and Still 
practically became canonized, great 
strides were being made in the main 
stream of medicine. At last osteop- 
athy was presented with a choice: it 
could follow or perish. For a time 
there was a schism in the ranks, but 
in 1905 a subject no less heretical 


than pharmacology was introduced 
into the Kirksville curriculum. |y 
one of his later lectures Still himsel; 
referred to surgery: “There are 
cases which the knife may cure, but 
osteopathy must always be tried 
first.” 

With these developments and with 
advancing years, Still gradually los 
the reins of his movement. 

Though his personal prestige never 
suffered, he lived to see his theories 
consigned to a position of reverent 
disuse. 

If there is a lesson in all this, it is 
perhaps best expressed by paradox. 
It is possible to be right for wrong 
reasons, or more precisely, it is pos 
sible intuitively to hint at the truth 
and to “prove” one’s contentions 
with essentially irrelevant data. 

It is possible to be a sincere man 
and a courageous man—and yet be 
mistaken. 


The Doctor Speaks... 


Especially designed to aid residents in history-taking and examination 
of foreign-born patients, an easy-to-use, compact booklet covering 
medical phrases, terms and questions in six foreign languages is 
currently available. Combining a series of language articles (French, 
German, Italian, Polish, Spanish and Yiddish) published during the 
year in Restiwent Puysician, the handy booklet may be purchased 
at cost (single copy: one dollar). Supply limited. Address: ResipeNt 
Puysician, Reprint Department, 1447 Northern Blvd., Manhasset, 


L. L, New York. 
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foie Mediocrity Has a Floor and a Ceiling 
yet be 


For many years we have, as a profession, “pointed with 
pride” at the steady improvement in the care of the sick. 
The standards of medical care have been progressively 
improved in all areas, rural as well as urban. Certainly 
the foundation for this elevated floor of medical practice 
is sound, and I believe it will be enduring. 

But what about the ceiling? Is-it being raised simul- 
taneously? Or is it being fixed so that the practice of 
medicine of the future will be contained in a narrow zone 
of adequate but apathetic craftsmanship? Certain subtle 
changes in our medical as well as our social structure sug- 
gest the latter unpleasant possibility. 

One of the great leveling factors is motivation. Why are 
you a hospital resident? If merely to satisfy the minimal 
qualifications of some Board, College, Academy, Society or 
hospital staff, then you are directed towards mediocrity or 
less. 

Scholarship too often ceases after graduation from med- 
ical school (this has been known to happen before gradua- 
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tion) and is replaced by a stereo- 
typed mechanical or technical train. 
ing which will produce a skillfu! 
craftsman but a mediocre physician. 
The average patient is often well 
cared for by such a physician; the 
physician, in turn, is usually well 
remunerated for his services. But, 
although the physician should be 
adequately and commensurately 


CURTIS J. LUND, M.D. paid, he should be paid for what he 
Professor of Obstetrics knows and for what he does and not 
wae rp for the number of hours he works. 
School Medicine and (Certain medical editorials have 


compared the hourly wage of a 

master plumber or a_ carpenter 
with the hourly income of the average physician. I have 
worked as a professional carpenter which gives me great 
admiration and respect for this and similar trades; however, 
any comparison of the kind just mentioned is undignified 
and cheapening to a learned profession.) 

There are some straws in the wind which suggest that the 
full impact of some medical and surgical insurance pro- 
grams, especially the service type of contract, may lower 
the ceiling upon the quality of medical practice. The serv- 
ice type of contract fixes the physician’s fee at certain modest 
level for patients whose total annual income is in the lower 
bracket. This is advantageous for both the patient and the 
physician. However, there is a tendency for a majority of 
all fees to be fixed at this level by two forces: one is the 
progressive elevation of the arbitrary level of income con- 
sidered “lower bracket,” and the second is public advertis- 
ing by insurance companies that their policy covers the 
complete medical fee from 90 to 95 percent of the time 
regardless of the level of the patient’s income. 

Thus, the physician’s fee is now set by custom at this 
new level, and by innuendo the physician who charges more 
is known as a gouger. 

How does this practice influence the quality of medicine? 
Quite recently a surgeon friend of mine told me that fixed 
fees at a lower level could be readily overcome by increasing 
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2 i.e volume of work. This man is a superbly trained, highly 
- -<illed surgeon with many years of successful practice. From 
| ‘ie medical point of view he is more generally capable 
’ ‘han the recent graduate. The’same can be said for the 
i »atient’s point of view. From your point of view he is pro- 
e .iding rugged, if not unfair competition; both of you are 
l receiving the same fee. And so he continues to expand his 
3 practice. And ultimately he has to “cut corners.” 
e Rushed and superficial patient care, abbreviated records, 
y hurried rounds, and little or no reading now become the 
e leveling influences which force the superior person into 
t medical mediocrity. 

Great strides of improvement have been made in the qual- 
: ity of resident training. Much of this improvement has been 
1 the result of an effective elevation of minimal standards. 
r This is excellent. Unfortunately however, as the years go 
6 by, these minimal standards quietly and unnoticed become 
t the customary or acceptable standard—and so the two are 
one. This is bad, but the blunder is compounded when 


1 these become the ideal. Not long ago I was soundly and 

roundly criticized by a visiting official as “unfair to resi- 
dents,” because we have a four year residency program in 
. our department, whereas the minimal standards for this 
r specialty require but three years of such training. My 


. reply to the official suggested that he might better consult 
t with some of the men who had completed this program 
r rather than the book on rules and regulations. The will 
to teach and to learn must have no ceiling. 
f 
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Clinico-Pathological 


Conference 


Strong Memorial Hospital, Rochester, N.Y. 


Clinical History 


This 71-year-old white male was 
admitted to the medical service on 
January 13, 1939 and expired on 
January 14, 1939. The patient had 
apparently been well until three 
years prior to admission, when he 
developed frequency and burning on 
urination. At this time, sugar was 
found in his urine and he was ad- 
vised to follow a diet. 

Two years prior to admission, he 
suffered transiently from dizzy spells 
and was told that he had high blood 
pressure. 

Eight months prior to admission, 
he developed diarrhea, from. five to 
twenty bowel movements each day, 
which, according to his wife, were 
often black and tarry. This diarrhea 
persisted until the present admis- 
sion. Eight months prior to ad- 
mission he also began to complain 
of an epigastric fullness after eating 
very small quantities of food, and 
of dyspnea and orthopnea. He was 


Number sixteen of a serie 
from leading medical center; 


told by a physician at this time tha 
he had a bad heart and low blood 
pressure. 

Four weeks prior to admission, hi 
fell unconscious at home and wa 
taken to another hospital where : 
physician was unable to obtain 
pulse or blood pressure. The only 
other reported findings at this tim 
were an enlarged liver, ascites and : 
normal blood sugar. The patient 
improved after an infusion of glu 
cose intravenously and was sell 
home. During the four weeks prio 
to admission, he continued to hav 
diarrhea with up to twenty “muce 
purulent” stools each day. He de 
veloped increasing dyspnea, orthop 
nea, ankle edema and _ confusion 
His past history is apparently neg: 
tive, except for a traumatic injury 


to the elbow in childhood. 


Physical examination 


On admission examination, his 
temperature was 37° C.; no pulse of 
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blood vressure was obtainable. The 
charac'er of his respirations was not 
descried except that he was not 
dyspneic. The patient was a large, 
plethoric, edematous and cyanotic 
male who appeared moribund. The 
skin revealed dilated venules over 
the face. The body hair was gen- 
erally diminished. The pubic hair 
particularly, was scanty. There was 
increased pigmentation of the neck 
and hands. The color of this pig- 
mentation was not described. 

The eyes deviated to the right and 
up; the pupils were pin point and 
equal and this was ascribed to mor- 
phine. The funda were not visual- 
ized. The tongue was crusted and 
the lips cyanotic. The chest revealed 
increased antero-posterior diameter. 


There was dullness at both bases, 
higher on the left, and there were 
bilateral moist basilar rales. 

The heart was thought to be en- 
larged beyond the left mid-clavicu- 


lar line. The heart sounds were 
muffled; there was a regular rhythm. 
Along the left sternal border and 
particularly in the 4th left inter- 
costal space, a gallop rhythm, a 
systolic squeak and pericardial fric- 
tion rub were heard. A2 and P2 were 
not described. 

The abdomen revealed bulging 
flanks, shifting dullness and a fluid 
wave. A large firm mass was ballot- 
table in the epigastrium and right 
upper quadrant and was thought to 
be the liver. The testes and penis 
were small, the pubic hair, scanty. 
The prostate was described as small 
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and firm. The extremities revealed 
pitting edema to the thighs. The 
knee jerks and ankle jerks were 
absent. 


Laboratory examination 


Admission laboratory work re- 
vealed the red blood count 3.8 mil- 
lion; hemoglobin 12 gm percent; 
white blood count 5.200 with neu- 
trophils 65 percent, lymphs 35 per- 
cent, monocytes 0, eos. 0, baso. 0. 
There was moderate poikilocytosis 
but no anisocytosis. The platelets 
were adequate. The patient was in- 
continent of urine, but no urine 
specimen was obtained. A_ glove 
specimen of stool was brown and 
guaiac negative. The blood sugar 
was 82 mg percent, the non protein 
nitrogen 69 mg per cent. 

An electrocardiogram revealed a 
rate of 82; the P waves were not 
identified. There was low amplitude 
in all leads. There was ST elevation 
and T wave inversion in Lead III. 


Course 


The patient was treated with mor- 
phine sulphate 16 mg; caffeine 
sodium benzoate 2 cc subcutaneous- 
ly; 12 mg of betaxin i.v.; 50 ce of 
50 percent glucose intravenously. 

The patient died the morning of 
the second hospital day. 


Clinical discussion 


Discussant: Jacob W. Holler, 
M.D., Assistant Professor of Medi- 
cine, University of Rochester School 
of Medicine and Dentistry. 


Seriey 
ente 

me tha’ 
blood 
sion, hy 
nd wai 
here | 
btain | 
he onli 
time 
s and 
patient 
of glu | 
1s sent 
cS prior 
to have 
“muce- 
He de- 
orthop- 
nfusion 
y neg: 
injury 

om, his 
pulse or 
75 


Dr. Hotter: It would appear that 
the difficulty with the case under 
discussion is not the inability to 
make a diagnosis but that one can 
make too many diagnoses; to fit the 
findings into a single picture, if it 
is at all possible, is at best difficult. 
I would like to review some of the 
findings in the protocol with you as 
I think there are certain things here 
that need elucidation before we be- 
gin a discussion of the differential 
diagnoses. 

To begin with, the patient was a 
71-year-old man who had apparently 
been well until some three years 
prior to the first time he was seen 
by a physician. At that time he 
developed frequency and burning on 
urination, and his physician told 
him he had some sugar in his urine. 

As you realize, this is a rather 
peculiar way for diabetes to present 
itself, if indeed he had diabetes, but 
I think it is important in view of 
what subsequently happened to him. 

He then went along without diffi- 
culty until about two years prior to 
his admission to the hospital, when 
he began to get dizzy spells, and he 
was then told that he had high blood 
pressure. Whether he had had 
hypertension previously or not, we 
have no way of knowing, but at 
least when he saw his physician two 
years before this hospital admission 
he was told that he had high blood 
pressure. This is also of some inter- 
est in view of what subsequently 
happened because it is not much 
later in the protocol that we find 
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he had a low blood pressure and on 
hospital admission no blood pres. 
sure at all. 


Diarrhea 


Eight months prior to admission 
he developed diarrhea with five to 
twenty bowel movements a day; to 
me, this diarrhea is a troublesome 
symptom to explain. I had trouble 
fitting this symptom into a diagnosis 
for it does not seem to correlate with 
the other findings. Nevertheless, 
diarrhea seems to be an important 
part of this man’s history. It is 
mentioned several times and must 
be considered a prominent symptom 
in a patient who has from five to 
twenty stools a day. 

Now, it says further that his stools 
were often black and tarry, and it is 
stated that this information was ob- 
tained from the patient’s wife. This 
is the kind of historical information 
one would like to have elicited one- 
self because it is difficult to know 
how much reliance to place upon the 
description. 

I don’t suppose the interrogator 
was brash enough to say, “Madam, 
how did you arrive at this intelli- 
gence?” At any rate, it is a little 
unusual for a spouse, even admitting 
a protective spouse, to have this kind 
of information unless the patient had 
been incontinent. You will realize 
that I am attempting to deprecate 
the importance of this finding be- 
cause I have difficulty in fitting it 
into most of the diagnoses which | 
am about to mention. 
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His diarrhea persisted, and eight 
months vefore admission to the hos- 
pital he developed what was appar- 
ently a new set of symptoms. He 
began ‘0 have epigastric fullness 
after eating small quantities of food, 
and he began to develop some kind 
of cardiac or respiratory symptoms 
which were manifested by dyspnea 
and orlnopnea. 


Blood pressure 


He was told by his physician at 
this time, and for the first time as 
ar as we know, that he had a bad 
heart and that he had low blood 


To reiterate then, this is 


sure had been when he was first 
seen by a physician. 

Four weeks prior to admission, for 
the first time, he developed uncon- 
sciousness and was taken to a hos- 
pital where a physician saw him. 
One would imagine that he present- 
ed somewhat the same picture that 
he presented on final admission to 
this hospital. No pulse or blood 
pressure was obtainable, and it was 
noted at the time that he had an 
enlarged liver, that he had ascites, 
and that he had a normal blood 
sugar. Since we don’t have the ac- 
tual figure for blood sugar, it is dif- 
feult to interpret the meaning of 
this value. It is interesting to specu- 
late that if we knew the actual 
numerical value for his blood sugar, 
we might interpret it as being low 
or relatively low in comparison to 
the blood sugar value we would an- 
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ticipate he had when sugar was 
found in his urine. 

He was given an infusion of glu- 
cose intravenously and sent home. 
This is an intriguing circumstance 
since this man presented what would 
seem to be a serious state, and when 
given a transfusion of glucose he 
immediately recovered to the extent 
that he could be sent home. This 
raises some interesting possibilities 
and ones which may have consider- 
able importance in the diagnosis. 

At this point in the protocol it is 
mentioned that he had twenty muco- 
purulent stools per day. Again one 
is puzzled about this descriptive 
term since it is not one customarily 
used by a lay person. It is undoubt- 
edly the interpretation placed upon 
the symptom description by the ex- 
aminer; but again we would like to 
know how searching an interroga- 
tion was made. 

The patient then developed some 
symptoms that make one think more 
of cardiovascular disease, namely 
dyspnea, orthopnea, and ankle 
edema. The patient’s confused state 
one might pass off as being related 
to a variety of things, for example, 
anoxemia associated with his heart 
disease, but perhaps it may have 
had more significance than this in 
a diagnosis to be discussed later. 

In the physical examination there 
is not much of help. He was found 
to have no pulse or blood pressure, 
but there is no mention of the fact 
that he was in shock, and perhaps 
he was not in true shock. It is 
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notable that he was not sweating. 

The protocol states he was not 
dyspneic, but it is hard to know 
how this conclusion was arrived at 
since dyspnea is subjective and the 
patient was nonresponsive. It prob- 
ably means that he was not hyperp- 
neic or at least that the examiner 
was not very much impressed with 
his respiratory difficulty. 

He was said to be plethoric, he 
was edematous and cyanotic, and 
he appeared moribund. I should 
like to emphasize this sentence about 
dilated venules over the face since 
it may have importance as far as 
two diagnoses that I would like to 
consider later are concerned. 


Androgenic activity 

At this point the physical findings 
lead us into a completely different 
system involvement. It is noted that 
his pubic hair is scanty, that he has 
increased pigmentation of the face 
and hands—kind unspecified—and 
that his testes and penis were small. 
All of these findings suggest a de- 
crease in androgenic activity for one 
or another reason. 

It is noted that his tongue was 
coated, but -o other comment is 
made on the color of his tongue 
or the appearance of it, probably 
because it could not be seen well. 
His lips were cyanotic; he had some 
signs of congestive heart failure as 
evidenced by dullness at both lung 
bases and bilateral, moist basilar 
rales. I think this has to be inter- 
preted as some left ventricular fail- 


ure. The heart was said to be ep 
larged beyond the midclaviculg 
line, but one gets the impression the 
it was not a tremendous heart. Cop. 
sidering that he had an _ increase/ 
anteroposterior diameter of his ches 
which makes percussion of the hear 
outlines notably unreliable, it is diff 
cult to know how much reliance t 
put on this physical finding. 


Systolic murmur 


He had a regular rhythm, and ; 
gallop was present. Auscultaton 
findings are further described as ; 
systolic squeak and a_ pericardial 
friction rub. The systolic squeak 
may have indicated a systolic mur 
mur of high pitched quality. Thi: 
finding has considerable importance 
in one of the diagnoses to be con 
sidered, but the gallop rhythm i: 
more difficult to fit in. A2 and P! 
were not described, and if P2 wa 
absent, this also has importance in 
one of the diagnoses we are about tv 
come to. 

There was evidence of fluid in his 
abdomen, and he had what was de 
scribed as a large mass in his right 
upper quadrant. The examiner felt 
this mass was liver, and I am will 
ing to accept it as such. The pros 
tate was small, a finding which goes 
with the other endocrine symptom: 
that I have mentioned. There wa: 
very little in the way of laboratory 
work done. He had a mild degree 
of anemia which was nothing sur 
prising in a man of seventy-one. No 
urine specimen was obtained. A 
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slove s.ecimen was obtained which 
as guciac negative, and it is really 
hard to say whether this was stool 
or not in a man who is having twenty 
tools « day. One is likely to find 
he rectum discouragingly empty 
nder such circumstances. 

I have had an opportunity to look 
at the electrocardiogram, and there 
is not much of a diagnostic nature 
o be found in it. There is a small 
()-wave in lead-1 and perhaps a lit- 
le ST segment elevation in lead-3. 
his patient was hospitalized in the 
days when only three limb leads 
were taken, and we have no unipolar 
limb leads nor chest leads to go on. 
he patient was given some mor- 
phine. Why, is not exactly clear. 
He was also given some glucose in- 
ravenously, probably because this 
seemed to have effected a remark- 
able recovery on a previous occasion. 
This time it did not work. 


Four elements 


Now, insofar as the basic essen- 
tials are concerned, how does all 
this information line up? Well, it 
seems to me that he had these 
things: He had heart disease, liver 
isease, gastro-intestinal disease 
which is manifested by the diarrhea, 


system is difficult to fit in with the 
system involvement just mentioned. 
In addition, he has evidence of en- 
docrine dysfunction. ~We then have 
four major elements to fit into a 
single pattern if possible. It may 
be unwise to try to fit all of these 
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and I wish he did not because this ° 


things into a single picture, but 
it would add elegance if we could. 

To begin simply, suppose he had 
two diseases. Suppose he had two 
simple things like arteriosclerotic 
heart disease and, in addition, cirrho- 
sis of liver. How much could we ex- 
plain on this basis? Well, you could 
explain a good deal of it. One could 
say that he had arteriosclerotic heart 
disease with coronary vessel in- 
volvement and that this was respon- 
sible for his heart failure, which 
apparently is well documented, and 
one could go on to hypothesize that 
he had a terminal coronary occlu- 
sion with myocardial infarction 
which was the cause of death. The 
cirrhosis of the liver might explain 
the finding of sugar in his urine 
on the basis of so-called false dia- 
betes. This is the situation which 
occurs in patients with liver disease 
who, when they take in sugar, are 
unable to deposit in the liver; 
temporary hypoglycemia results, and 
glycosuria may occur. This would 
thus explain the glycosuria, and it 
would explain the low blood sugar. 
The cirrhosis would also explain 
the change of blood pressure from 
hypertensive to hypotensive levels 
since this is an occurrence which is 
not uncommon in conjunction with 
cirrhosis. It would explain the physi- 
cal findings of hepatomegaly, as- 
cites, and the changes in body hair 
and the atrophy of the testes. These 
latter findings are secondary to liver 
disease and are felt to be related 
to failure of destruction of estro- 
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gens. One could also explain the 
tarry stool because such a patient 
might have dribbling esophageal 
varices. The diarrhea, however, 
could not be fitted into this picture 
with any degree of satisfaction. 


Diabetes 


Let’s turn now to a different ap- 
proach to the problem, with more 
emphasis on the endocrine mani- 
festation. Let me point out to you 
that this man was said to have dia- 
betes as manifested by sugar in his 
urine and that at a subsequent time 
his urine was glucose free and that 
on at least one occasion his status 
was considerably improved by the 
administration of intravenous glu- 
cose. 

Now this suggests that we have 
here, perhaps, an example of the 
Houssay phenomenon. Spontaneous 
occurrence of the Houssay phenome- 
non has recently been reported in 
the literature, and in man the chain 
of events is similar to that which 
happens in animals when the pitui- 
tary is destroyed in a diabetic ani- 
mal. In such patients the diabetes 
becomes milder and may actually 
disappear, and these patients, if they 
are given insulin, become sensitive 
to the insulin administration and 
may actually develop hypoglycemia. 
Such a chain of events would explain 
the change in his diabetes; it would 
also explain the changes in body 
hair and other evidences of androgen 
lack. 

There is even the suggestion of 
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adrenal insufficiency in this picture 
in the fact that he responded to 
glucose, which patients with adrenal 
insufficiency may do. If we had 
known that the intravenous fluid 
he was given contained saline as 
well as glucose, the hypothesis would 
be on more firm ground. 

In order to get the cardiac mani- 
festations into this picture, one 
would have to support that, as the 
result of his pituitary disease, he 
developed thyroid dysfunction as well 
as adrenal and gonad dysfunction 
and that his cardiovascular mani- 
festations were the result of myxe. 
dema heart disease. Ascites is promi- 
nent in myxedema heart disease, and 
it is also true that such patients are 
likely to develop a good deal of 
coronary arteriosclerosis, and the 
common mode of exodus in such 
patients is myocardial infarction. 
Thus far we have a pretty good story. 


However, again the diarrhea rears 
its ugly head. Since we know that 
constipation rather than diarrhea is 
likely to be present in myxedema, 
we have a serious objection to this 
diagnosis. Further than that, the 
cases in which the Houssay phe- 
nomenon has been reported in the 
literature have been mostly women. 
It has been most common in women 
developing Sheehan’s syndrome fol- 
lowing postpartum bleeding, but 
there have, in addition, been cases 
reported in which a suprasellar cyst 
and even sarcoid have been respon- 
sible for the pituitary involvement. 
Now one might say that the primary 
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diseas was in the gastro-intestinal 
tract, «s for an example a carcinoma, 
and th it this had metastasized to the 
liver cud to the brain and that the 
pituitsry involvement was secondary. 
As you know, the brain is an un- 
common place for malignancies of 
the gastro-intestinal tract to metasta- 
size, and I was unable to find a 
certified instance in which the pitui- 
tary had become involved as a result 
of metastasis from gastro-intestinal 
malignancy. 


Hemochromatosis 


We come now to another disease 
which must be considered when a 
patient has both heart and liver in- 
volvement. I am referring now to 
hemochromatosis, and I would like 
to point out that it is generally over- 
looked that hemochromatosis has a 
very considerable cardiac element. 
As a matter of fact, in a paper re- 
cently published by Finch and Finch, 
cardiac involvement was the prin- 
cipal cause of death in the patients 
with hemochromatosis. 

What other things in this picture 
could we fit into hemochromatosis? 
It is intriguing that patients with 
this disease have a marked loss of 
libido, change in body hair, and 
testicular atrophy. This is usually 
due to liver involvement, but not al- 
ways so, since patients with hemo- 
chromatosis have also been shown 
to have a considerable degree of 
pituitary involvement, and indeed 
the adrenals as well may be in- 
volved with hemochromatotic pig- 
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ment. The reference in the protocol 
to the pigmentation of the hands 
and face in this patient is therefore 
interesting. An exact description of 
the kind of pigmentation he had is 
not present so we have no way of 
knowing whether this is the peculiar 
bronze pigmentation characteristic 
of hemochromatosis. 

Against this diagnosis is the fact 
that his diabetes got better and not 
worse, as one would expect if he 
had hemochromatosis. As his pan- 
creas was progressively infiltrated 
with iron deposit, one would think 
his diabetes would progress, and this 
is the usual course of events. One 
would have to say, of course, that 
he had simultaneous pituitary or 
adrenal involvement with the pig- 
ment to explain this finding. At any 
rate, the diarrhea is still not ex- 
plained by this diagnosis. 


Minor diagnoses 

There are a few other minor diag- 
noses I would like to mention in 
the hope of getting to them before 
the pathologist does. One of these 
is constrictive pericarditis, which 
would explain the ascites and the 
liver enlargement and the other 
changes mentioned as secondary to 
liver involvement. 

With this condition he ought to 
have had marked venous congestion, 
and this should have been apparent 
to the examiner. The syncope, the 
diarrhea and the mode of exodus 
again do not fit this picture. 

One ought again to consider that 


81 


| 
4 
| 
= 
| 


HYDROCHLORIDE 


Promazine Hydrochloride, Wyeth 


10-( y-dimethylamino-n-propy!)-phenothiazine hydrochloride 


*Trademark 


THE ALCOHOLIC 


SPARINE is an agent of prompt, 
predictable, and potent action 

in controlling withdrawal symptoms. 
Often, in selected cases : 
under the adequate supervision 

of the family physician, 

it may afford home control 

of postalcoholic agitation and hyperactivity.’ 


SPARINE is a well-tolerated and dependable 
agent when used according to directions. 

It may be administered intravenously, 
intramuscularly, or orally. 

Parenteral use offers 

(1) minimal injection pain; 

(2) no tissue necrosis at the injection site; 

(3) potency of 50 mg. per cc.; 

(4) no need for reconstitution before injection. 


Professional literature available upon request: 


1. Figurelli, F.A.: Indust. Med. & Surg. 25:376 (Aug.) 1956. 
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he had a severe deficiency disease 


such as pellagra. This would explain 
the diarrhea and the dementia and 
the skin involvement. 

It is also possible that he had 
primary gastro-intestinal disease, for 
example, ulcerative colitis, which 
with a secondary amyloidosis would 
explain a good many of the findings. 
He should have had bright blood in 
the stool were this the case. This 
is not described. For want of more 
substantiation, this diagnosis was 
discarded. 


Malignancy 


We come now to a single disease 
which would seem to describe most 
of the symptoms present. This syn- 
drome is characterized by four com- 
ponents: gastro-intestinal disease as 
manifested by diarrhea, heart dis- 
ease, hepatomegaly, and peculiar 
cutaneous manifestations, and all of 
these findings are explainable on 
the basis of a single pathogenetic 
mechanism. This symptom complex 
results from malignant carcinoid 
with extensive metastases to the 
liver. 

Such tumors produce excessive 
amounts of serotonin, and it is this 
substance which is responsible for 
the symptoms produced. Serotonin 
produces considerable bowel hyper- 
mobility and irritability, and this 
produces the diarrhea. It is true that 
the diarrhea, as described in the 
protocols in the literature relating 
to this disease, occurs more com- 
monly as bouts of diarrhea rather 
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than persistent diarrhea. Such 
patients develop paroxysms in which 
they get flushings or peculiar mottled 
appearances of the skin with cyano- 
sis. If this happens often enough, 
they develop permanent skin changes 
which are variously described as 
erythematous or violaceous or sinm- 
ply dilated venules. The description 
of this patient’s skin would fit the 
picture very well. 

The cyanosis of malignant meta- 
static carcinoid is peculiar in that 
these patients do not have anoxemia 
associated with their cyanosis, and 
it is noteworthy that the protocol 
points out that our patient was not 
dyspneic. Hepatomegaly, as a re- 
sult of the metastases, is prominent, 
and ascites is common. The parox- 
ysms these patients suffer fit well 
with the symptoms our patient had, 
particularly since these paroxysms 
may produce syncope and hypoten- 
sion, and such patients are likely 
to have a variable blood pressure, 
at one time elevated and at another 
time low. 


Lesions 


Heart lesions in this disease are 
of considerable interest, and a con- 
plete explanation of how they occur 
has as yet not been produced. Such 
patients develop the clinical fea- 
tures of pulmonary stenosis and 
tricuspid insufficiency. Such lesions 
are thought to be produced as a re- 
sult of a relative tryptophane de- 
ficiency from an excess of serotonin 
in the metabolic pathway. 
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It 's perfectly conceivable that the 
ausc: |tatory findings that were de- 
scribd in this man may have been 
the .esult of pulmonary valve in- 
volve nent. 

Sc far everything seems to fit 
well, but it is disturbing that his 
electrocardiogram does not show 
evidence of right ventricular hyper- 
trophy. The confusion that this 
patient manifested would also fit 
this syndrome since such patients 
are described as having psychotic 
episodes which are thought to be 
due to niacin deficiency. 

The manifestations of relative 
androgen deficiency are explainable 
on the basis of metastatic involve- 
ment of the liver plus liver involve- 
ment secondary to right heart fail- 
ure. 

The mode of exodus or sudden 
death such as occurred in the patient 
described can apparently also occur 
in known instances of malignant 
carcinoid. 

I think it is clear to you that we 
have had to stretch pretty hard to 
get all of the somewhat nebulous 
findings listed in the protocol into 
this diagnosis, but I will make car- 
cinoid my primary diagnosis since 
it is the only one I can think of 
which explains all of the findings 
present. 


CunicAL DIAGNOsIs: 


Arteriosclerotic heart disease with 
anasarca. 

Question of coronary occlusion. 

Question of carcinoma of G-l 


February 1957, Vol. 3, No. 2 


tract with metastasis to liver. 
Question of pericardial effusion. 
Question of rheumatic heart dis- 
ease. 
Question of pellagra and beri-beri. 


Dr. Diacnosis: 


Carcinoid tumor metastatic to 
liver with serotonin production 
(functioning carcinoid  syn- 
drome). 


ANATOMICAL DIAGNOsIs: 


Argentafinoma (carcinoid) of 
ileum with metastases to liver, 
lymph nodes, heart and kidney. 

Chronic “endocarditis” of pul- 
monic and tricuspid valves 
(probably related to above). 

Right sided cardiac hypertrophy 
and dilation. 

Hydrothorax. 

Ascites. 

Chronic passive congestion of vis- 
cera. 

Generalized arteriosclerosis. 

Benign prostatic hypertrophy. 


References 


Space precludes a detailed discus- 
sion of this interesting syndrome. 
The reader is referred to the follow- 
ing recent publications for details: 

Mattingly, T. W., Medical Annals 
District of Columbia, 25: May and 
June 1956. 

American Heart Assoc., Modern 
Concepts of Cardiovascular Disease, 
25: July 1956. 

McKusick, V. A., Bulletin Johns 
Hopkins Hospital, 98: January 1956. 
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University of Rochester 
Medical Center 


nan 


ate at 


Sixteenth in a series on resident centers 


Drawing clinical material from five hospitals, this 
important teaching center provides residency pro- 
grams in fifteen specialties of medicine and surgery 
under the guidance of a medical school faculty. 
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Photo shows integrated plant of Strong Memorial (left and 
above) Rochester Municipal Hospital (right foreground 
and U. of R. School of Medicine and Dentistry (last row 


of buildings). Staff quarters are at far right (background). 


ite University of Rochester Med- 
ical Center in Rochester, New York, 
is an integrated teaching, research 
and hospital center. Its top-rated 
medical school combines with two 
connecting hospitals and three other 
afiliated hospitals to provide facil- 
ities and supervision for the training 
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of its current resident and intern 
staff of 150 physicians and 278 med- 
ical students. 

In comparison with other medical 
centers, the U. of R. Medical Center 
might be considered a relatively 
young institution. Yet its rapid de- 
velopment and growth over the past 
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thirty-two years, plus the coopera- 
tion, civic spirit and philanthropy 
which resulted in its establishment 
and continues to support its efforts, 
have made the Medical Center a 
model community for teaching, re- 
search, and patient care. 


History 


In 1920, the General Education 
Board, a non-profit foundation estab- 
lished by John D. Rockefeller to pro- 
mote education, offered $3 million to 
the University of Rochester for the 
development of a medical school, 
providing that a similar amount 
could be raised by the local com- 
munity. George Eastman, a philan- 
thropist of Rochester and inventor 
of photographic equipment which 
bears his name, made a counter 
offer. If the Board would up its 
ante to $5 million, Eastman would 
provide $4 million and guarantee the 
raising of another million. The 
Board agreed and the medical school 
was assured. 

Two other events took place at 
that time which contributed to the 
present medical center. The first 
was an additional gift of $1 million 
by the daughters of Henry and Helen 
Strong for the construction of a hos- 
pital which now bears the name 
Strong Memorial Hospital. The sec- 
ond resulted from plans of the City of 
Rochester to construct a new muni- 
cipal hospital. Dr. George Goler, 
City Health Officer, suggested that 
the planned city facility be erected 
adjacent to and physically connected 


with the proposed Strong Memorial 
Hospital. 

Dr. Goler’s suggestion was adopted 
and had the effect of providing addi. 
tional teaching beds for the new 
medical school as well as assuring 
the City of Rochester a well quali- 
fied staff of senior physicians. 

The Medical School accepted its 
first class of 22 students in Sep. 
tember, 1925. Four months later, 
Strong Memorial Hospital admitted 
its first patient; and within six 
months, the new Rochester Munici- 
pal Hospital was formally opened to 
the public. 


In 1941, a private wing was added 
to Municipal Hospital providing an 
additional 90 beds. In 1947, the 
Edith Hartwell Clinic of Strong 
Memorial Hospital was opened at 
Le Roy, New York, for research, 
treatment and rehabilitation of chil- 
dren with neuromuscular diseases. 

A psychiatric wing was opened in 
1948 providing teaching, outpatient 
facilities and 34 in-patient beds. 
Currently, construction is in prog- 
ress on a children’s unit, recrea- 
tional center and additional adult 
beds in this building. 


Admissions 


Strong Memorial Hospital has 150 
private beds, 284 semi-private and 
division beds, and 18 bassinets. 
Rochester Municipal Hospital has 
302 division beds, and 23 bassinets. 
The two hospitals are operated a: 
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Staff conference on psychiatric floor solarium includes residents, interns and senior 
nurses for discussion of special problems in patient therapy and rehabilitation. 


one unit with 736 beds, and 41 bas- 
sinets. 

During the year 1955-1956 there 
were 19,393 admissions to the vari- 
ous units excluding the new born, 
and 194,321 patient days of care. 


Affiliated hospitals 


At the request of the trustees of 
Genesee, Highland and Rochester 
General hospitals, an agreement is 
in effect which permits Center resi- 
dents to rotate through these hos- 
pitals. 
approved for internship and resi- 
dency training, have a combined 
capacity of more than 800 beds and 
160 bassinets, this arrangement has 


residents for teaching purposes. 
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Since the three hospitals, 


Administration 


An advisory board is made up of 
the president of the university, dean 
of the medical school, administrator 
of Strong Memorial Hospital, and 
the professors of the pre-clinical and 
clinical departments. This group 
develops and approves policy relat- 
ing to the hospitals and Medical 
School, and approves all appoint- 
ments to the staff. 

The executive hospital committee 
is made up of the dean of the med- 
ical school, the hospital adminis- 
trators, director of nursing, and the 
chiefs of the clinical services. This 
committee meets once a month, 
passes on all hospital appointments 
and develops and approves policy 
for the operation of the center’s 
hospitals. 
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School of nursing 


The School of Nursing has both 
a collegiate and diploma program. 
At present there are 259 nursing 
students working in the hospital; 61 
are in the collegiate 44-year pro- 
gram. and 198 are in the 3-year 
diploma program. 


Outpatient department 


The Strong Memorial Hospital 
has an outpatient department with 
clinics in all departments held daily 


At left, a member of the resident staff 
is pictured moments after a delivery. Be- 
low, resident staff operating team in ac- 
tion. 


except Saturday and Sunday. Dur- 


ing the year 1955-1956 there were 
61,070 clinic visits including psy- 
chiatry. 


Teaching 


The primary responsibility of the 
University of Rochester Medical 
Center is teaching and research and 
the faculty of the school of medicine 
and dentistry serve as the senior 
staff of Strong Memorial and 
Rochester Municipal hospitals. 
Teaching is carried on in both hos- 
pitals in all patient classifications. 

The resident-intern staff consists 
of 150 house officers. The senior 
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HOUSE STAFF APPOINTMENTS 


Out 


Patient 
Assistant Dept. Associate 
esi- Resi- Resi- Resi- 
Interns dents dents dents dents Total 
Dept. of Medicine i 10 I a | 23 
Dept. of Obstetrics and 
Dept. of Pathology 4 3 8 
Dept. of Pediatrics 4 6 | _ I 12 
Dept. of Psychiatry 15 3 19 
Dept. of Radiology 2 _ 2 2 6 
Dept. of Surgery 
General Surgery 24 2 34 
Anesthesia 3 4 
Oral Surgery (Dentistry) — I — I I 3 
Plastic Surgery 2 2 
Rotating Service (first year) 12 _ _— _ _ 12 


*Mixed Surgery-Obstetrics-Gynecology Internships appointed by the De- 


partment of Obstetrics-Gynecology. 


and attending staffs include more 
than 300 physicians. 


Internship 


There are three types of intern- 
ship available at the Medical Cen- 
ter: 1) straight internships in medi- 
cine, surgery, pathology and _ pedi- 
atrics; 2) mixed internships in sur- 
gery, obstetrics, gynecology (this 
program consists of six months on 
each service); 3) rotating intern- 
ships. The rotating internship is a 
two year program designed to train 
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**Straight Surgical Internships appointed by the Department of Surgery. 


physicians for the non-surgical prac- 
tice of medicine. 


Library 


The library, an important facil- 
ity for medical students and staff 
members, contains 65,000 volumes 
and receives 748 periodicals. A sec- 
tion of the library is devoted to ex- 
hibits commemorating 
medical history. 


events in 


Alumni association 


The moderate size of the Univer- 
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URADANT 


for rapid eradication of infection 


nthe majority of 112 cases, AVERAGE DOSAGE: ADULTS—four 100 
URADANTIN “was effective clinically, mg. tablets daily; 1 tablet during 
each meal and 1 on retiring, with 
food or milk. In acute, uncompli- 
cated infections, 50 mg. q.i.d. may 
be prescribed. However, if patient is 
unresponsive in 2 to 3 days, increase 
dose to 100 mg. q.i.d. CHILDREN—5to 
7 mg. per Kg. (2.2 to 3.1 mg. per lb.) 
URADANTIN first because of these per 24 hours. 


alvantages: a specific for urinary 
tact infections * rapid bactericidal Tablets, 50 and 100 mg. Oral Sus- 


pction negligible development of (25 tsp.). 

acterial resistance + nontoxic to kid- 
eys,liverand blood-forming organs. (>) EATON LABORATORIES. NORWICH, NEW YORK 


lation by the patient, within 24 to 
hours . . . Some of these patients . 
with seemingly impossible cases 
ere cured of their infection.”* 


Nitrofurans -a new class of antimicrobials—neither antibiotics nor sulfonamides 
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Physician examines special equipment in 
chest laboratory (above). Below, resident 
works on experimental problem in divi- 
sion laboratory. 
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Stipend 
Year’, stipends for resident-intern 
staff members are as follows: 
Interns (first year) 
Interns (second year) 
Assistant Residents 
Associate Residents 
O.P.D. Residents 
Resident Chiefs 
Residents (surgical specialists) 
Interns receive room, board 
laundry over and above the yearly 
stipend. 


sity of Rochester Medical Center 
permits an informal atmosphere 
among house staff, faculty and ad- 
ministration. Perhaps one measure 
of the success of the school and hos- 
pitals is the growth and activity of 
the alumni association. 

The Rochester Medical Alumni 
Association was organized in May, 
1959, and has met each year with 
the exception of the war years 
(1942-1946). At its annual Fall 
meeting, acquaintances are made 
and renewed, a program of scientific 
papers is presented by members of 
the association, and new projects of 
hospital and school are seen and dis- 
cussed. Besides the educational 
meeting, a full schedule of the year’s 
social events is planned for alumni 
and their wives. 


Medical society 


The University of Rochester Med- 
ical Society was organized in 1925. 
The society meets once a month, and 
is a forum where clinical and pre- 
clinical members of the faculty hear 
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and discuss medical problems and 
current research projects of the 
school and hospital. 


Research 


Research is an important part of 
the purpose of the medical center. 
All clinical and pre-clinical depart- 
ments actively participate in re- 
search programs. The extent of this 
activity may be expressed in the fact 
that of all funds expended in the 
United States for medical research 
each year, more than one percent 
is spent at this Center. 


Housing 


The staff house, with 100 rooms, 
is used by unmarried interns and 
residents. Married staff members 
must find quarters outside hospital 
grounds. When on call at night, the 
staff members living outside use one 
of the “on call rooms” in the staff 
house. 

University Park is a large apart- 
ment project near the medical cen- 
ter. Its studio, one bedroom, and 
two bedroom apartments are avail- 
able to married students, residents 
and university staff. 


Recreation 


In 1933, an athletic building was 
completed to provide recreational 
facilities for staff members. This 
building is situated next to the staff 
house; in addition to the large gym- 
nasium, it includes handball, 
squash, and badminton courts. Out- 
side the front entrance to the staff 
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Chiefs of Service 
MEDICINE William S. McCann 
SURGERY W. J. M. Scott 
PEDIATRICS William L. Bradford 
OBS-GYN Curtis J. Lund 
PSYCHIATRY John Romano 
RADIOLOGY George H. Ramsey 
PATHOLOGY J. Lowell Orbison 


house are seven tennis courts and, 
for a nominal fee, resident staff 
members may use the indoor swim- 
ming pool on the adjacent River 
Campus of the University. Close by 
the center is a large public park 
with ball diamonds, boating and pic- 
nic facilities and two 18-hole golf 
courses. 


Rochester is a city of 350,000 peo. 
ple. It is a cultural city noted for 
its public schools, parks ani civic 
spirit. 

Local industry is of a technical 
nature. Eastman Kodak. Bausch 
and Lomb Optical, Taylor Instru. 
ment and Ritter Dental companies 
are located here as is the Wilmot 
Castle Company. 

The climate is moderate and un- 
predictable. Winding through the 
heart of the city is the Genesee 
River which empties into Lake On- 
tario at a point a few miles north 
of the city proper. The surrounding 
area is abundant with fruit and 
truck farms, and nearby is the 
Finger Lakes Region. 


~~ * a true and perfect form, imperturbability is in- 
dissolubly associated with wide experience and an 
intimate knowledge of the varied aspects of disease. 
With such advantages he is so equipped that no 
eventuality can disturb the mental equilibrium of the 
physician; the possibilities are always manifest, and 
the course of action clear.” 


SIR WILLIAM OSLER 
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botties of 50. 


sual Dose: 1 tablet, t.i.d. 


anti-anxiety factor 
ith muscle-relaxing action 


Wyeth 


® 
Trademark Philadelphia 1, Pa. 
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Licensure for 


in New York State 


An graduates of foreign medical 
schools must meet certain require- 
ments of the New York State Board 
of Regents. It is necessary, even 
for graduates of approved foreign 
schools, to obtain permission from 
the Board of Regents to take the 
licensing examination. 

Any hospital training required by 
the Board of Regents may be taken 
in any approved hospital in the 
United States, and all services are 
recognized except anesthesia. 

Certain graduates will be required 
to take formal education in the 
United States, and at present there 
are two programs set up and ap- 
proved by the Regents. The courses 


Each state of the United States has established its 
own regulations for licensing physicians to practice 
medicine within its boundaries. For the U. S. medical 
school graduate, rules are much the same from state 
to state. But for the graduate of a foreign medical 
school, there are important differences. 


First of a series 


Foreign Graduates 


required may be one or two years. 
No credit is given for foreign post- 
graduate or specialty training. 


General requirements 


1. A written English language ex- 
amination for all who did not have 
their education in schools using Eng- 
lish is required. 

2. No endorsement of licenses is 
recognized from other states or from 
the National Board of Medical Ex- 
aminers. 

3. At least first citizenship papers 
are required. 

4. Since there is a large number 
of applicants, it is important to apply 
early for permission to take the New 
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York State licensing exam. Usually 
it regeires at least six months to 
receivc an answer. 


Med._al background 

There is no distinction between a 
Unite States citizen and an alien 
in respect to. considering medical 
background. Also, no special credit 
is given to foreign physicians who 
have served in the United States 


armed forces. There is only one 
examination and every applicant 
who is licensed by examination must 
take this examination. 


Restrictions 


It should be noted that no physi- 
cian may serve as a resident physi- 
cian in any hospital in New York, 
except in municipal and state hos- 
pitals, unless he is eligible to take 
the medical licensure examination. 
Also no physician who is unlicensed, 
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may work in a private proprietary 
hospital in New York. 


Internship 
* For graduates of foreign schools 
not on the approved list, a rotating 
internship is one of the require- 
ments for admission to the examin- 
ation. 

Residency training does not satisfy 
this requirement. 


Credentials 


Before consideration can be given 
to credentials of foreign graduates 
of those medical schools not on the 
approved list, the following must 
be submitted: 

@ Original credentials from for- 
eign schools. These must include a 
certificate from secondary school 
(sometimes known as maturity cer- 
tificate); student books, official 
transcripts of subjects or courses 
with attendance and marks obtained, 
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errec ive in respiratory infections in- 
ding the 25% due to resistant staphylo- 

errec).ve in dermatologic and mixed 
t tissu: infections including the 22% 
sistant ‘> one or more antibiotics.3-6 
6% EFFECTIVE in genitourinary infections 
juding the 61% resistant to other anti- 
tie the: apy.2.5 

errecsive in diverse infections includ- 
the 21% due to resistant pathogens.1.5 
7% FFecTive in tropical infections in- 
ding those complicated by heavy bacteri- 
contamination or multiple parasitisms.7 
he antimicrobial spectrum of tetracycline 
tended and potentiated with oleandomy- 


cin (Matromycin®) to combat resistant 
strains of pathogens — particularly resist- 
ant staphylococci—and to delay or prevent 
the emergence of new antibiotic-resistant 
strains. 


‘1. Carter, C. H., and Maley, M. C.: Antibiotics 
Annual 1956-1957, New York, Medical Encyclo- 
pedia, Inc., 1957, p. 51. 2. Shalowitz, M., and 
Sarnoff, H. S.: Personal communication. 3. 
Shubin, M.: Personal communication. 4. La 
Caille, R. A., and Prigot, A.: Antibiotics Annual 
1956-1957, New York, Medical Encyclopedia, 
Inc., 1957, p. 67. 5. Winton, S. S., and Cheserow, 
E.: Antibiotics Annual 1956-1957, New York, 
Medical Encyclopedia, Inc., 1957, p. 55. 6. Corn- 
bleet, T.: Personal communication. 7. Loughlin, 
E. H.; Mullin, W. G.; Alcinder, L., and Joseph, 
A. A.: Antibiotics Annual 1956-1957, New York, 
Medical Encyclopedia, Inc., 1957, p. 63. 
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A License to Practice 

The entire philosophy of state 
licensure is to insure the American 
public the highest possible level of 
professional competence in medical 
care. For foreign-born graduates of 
foreign medical schools, and for 
American-born graduates of foreign 
medical schools, the licensure re- 
quirements of most states represent 
a serious obstacle. 

In some states it is impossible 
for the foreign-trained physician to 
obtain a license. Proud of his own 
training, the foreign-trained physi- 
cian is apt to resent this and wrongly 
conclude that these states prohibit 
licensure of foreign-trained physi- 
cians solely because they are for- 
eign-born. (This is not true. Amer- 
ican-born physicians trained abroad 
meet exactly the same exclusion in 
these states.) However, it is true 
that certain states make this ex- 
clusion because they do not believe 
they have adequate facilities or 
criteria at present for examining 
each foreign-trained physician who 
wishes to apply for licensure. 

For some time there has been a 
growing effort to establish a uni- 
form medical practice act accept- 
able to all states. But in the intérim, 
the foreign-trained resident must 
check individual requirements es- 
tablished by the state in which he 
desires to practice in order to de- 
termine his eligibility for licensure. 

It is to make this task a little 
easier that RESIDENT PHYSICIAN 
presents this series of articles on 
state licensure requirements. 


“leaving” certificates, absolu‘orium, 
or other official documents slowing 
exact dates of attendance and sub. 
jects pursued in higher and pro. 
fessional study. Also the diploma 
and degree (if degree is separate 
from diploma, submit both), and a 
license, if separate license was ob- 
tained, must be submitted. 
®@ Translations of credentials. Doc. 
uments in a language other than 
English submitted to the department 
must be accompanied by complete 
translations attached thereto. To be 
acceptable, a translation must be 
made by a person properly qualified 
in the language to be translated. 
This person must be either a menm- 
ber of the language department of 
a college or university registered by 
the New York State Education De- 
partment or an officer or employe of 
a translation bureau or service sat- 
isfactory to the department or an 
American consul in the country 
where the education was taken. 
All translations must contain an 
affidavit of verification at the end, 
sworn to by the person making the 
translation that he has read the 
same after it has been completed; 
that it is a true and correct trans- 
lation of the original; that the en- 
tire document has been translated. 
Failure to comply with this re- 
quirement will result in all trans 
lations submitted being returned to 
the applicant for compliance with 
the requirement. Under no circum- 
stances will the department accept 
translations by the applicant. 


Resident Physician 


| 
} 
4 
| 
: | 
| 
5 
4 
i 


rium, 
owing 
| sub. 

pro- 
ploma 
arate 
and a 
1s ob- 


Doe- 
than 
tment 
iplete 
To be 
st be 
alified 
lated. 
mem- 
nt of 
ed by 
n De- 
rye of 
sal- 
or an 
juntry 
in an 
end, 
g the 
1 the 
leted; 
trans- 
e en- 


‘measured-dose applic 
or simplicity, esthetic appeal anc 


tient acceptan 


sician 


“MOST SPERMICIDAL CONTRACEPTIVE 
e] 
t 
Cr Ea M a. 
i 
wider 
| 


Specific requirements 

Pre-professional requirements for 
the study of medicine are: 

1. Candidate shall present evi- 
dence of having satisfactorily com- 
pleted two years of study toward a 
liberal arts degree registered by the 
department; or its equivalent as de- 
termined by the Commissioner. The 
required two years of college study 
shall include at least six semester 
hours each in English, physics, bi- 
ology or zoology, and general chem- 
istry; three in organic chemistry. 

2. All unregistered medical edu- 
cation outside the United States and 
Canada must be approved by the 
Board of Regents. 

3. Petitions should be submitted 
as soon after graduation as possible. 

4. American students in Nether- 
land’s medical schools must com- 
plete clerkship requirements in Hol- 
land hospitals supervised by the 
medical faculties and pass the final 
clinical medical examinations before 
Regents will accept a petition. 

5. American students in Swiss 
medical schools must obtain a cer- 
tificate of medical studies and a 
Doctor of Medicine degree. 

6. If internship is a requirément 
of foreign schools for graduation, 


it must also be served by American 
students studying in foreign schools, 

7.Graduates of unapproved 
schools may submit a petition for 
admission, but there is no assurance 
that favorable action will result. 

8. Usual minimum requirements 
for graduates accepted from unap- 
proved schools invariably include an 
approved rotating internship in a 
hospital approved by the American 
Medical Association. Two additional 
years are also required. These two 
years may be in formal medical 
study, or a combination of one year 
of study and a year of hospital servy- 
ice acceptable to the Regents. 


Rate of acceptance 

The most recent (1955) AMA fig- 
ures show 159 foreign-trained physi- 
cians received licenses in New York 
in that year. Among the 48 states, 
this figure was exceeded only by 
Ohio with 160. 


Information 

For lists of schools “affected” and 
“unaffected” by the war, and for 
further information write to: Sec- 
retary of the Board of Medical Ex- 
aminers, University of the State of 
New York, 23 South Pearl Street. 
Albany 7, New York. 
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for ‘Compazine’. ...“showed prompt, 


irance 


it marked improvement in their 


emotional outlook.” 
a Vischer' reports that 37 of 38 patients 
tional treated with ‘Compazine’ for psycho- 
dia neurotic symptoms had “marked” or 
pa “moderate” relief. “21 patients were 
totally free of such symptoms and ob- 
tained a better response than to any 
previous medication. Confusion and 
depression disappeared dramatically, and 
primary complaints became less im- 
portant to them as they became far more 
relaxed, less nervous and less tense.” 


d for 1. Vischer, T.J.: Clinical Study of Proclorperazine, A New 
See- Tranquilizer for the Treatment of Non-Hospitalized Psycho- 
1 Ex. neurotics, New England J. Med., January, 1957. 


ite of 


treet. Smith , Kline & French Laboratories , Philadelphia 1 


Compazine 


a true tranquilizing agent with minimal side effects 


*Trademark for proclorperazine, S.K.F. 


{| 

| 

| : 
| 

| 
| 

| 

| 
| 

| 

| 

| 

| 

| 

\ 

sician 


SHORT-TERM LOAN 


106 Resident Physician Feb: 


|| 
INS | | 
| | 
| 
v) 
LET Y 
— | yn" 
= 
Ske 


The Physician’s Role 


In Military Science 


One of the newest recognized medical specialties, 


Maj. Gen. Ogle 


aviation medicine is concerned with the health of 
those who fly. As man accepts each new challenge 
of air travel, aviation medicine specialists must first 


remove the barriers. 


Temperature, speed, gravity, 


altitude, these are the forces the new specialist will 
conquer if man is to attain safety in the limitless 


Major General Dan C. Ogle, (MC) 


M.. of medicine have always 
been interested in new horizons, new 
inventions, new scientific processes, 
and new approaches to better living. 
Because of this interest, physicians 
have had an important part in our 
industrial and economic progress. 

Physicians have also assisted in 
adapting the products of physical 
science to military science, thus 
strengthening our national defense 
and security. 


Study and research 
Few people realize what medical 
science has accomplished and_ is 


space above the earth’s surface. 


Surgeon General, U. S. Air Force 


contributing every day for their 
health, safety, welfare, and security. 
Few patients are ever fully aware 
of the lifetime of study and research 
that has gone into the discovery. 
development, and testing of each 
new miracle drug, diagnostic proce- 
dure, or surgical technique used to 
restore their health or save their 
lives. 

Probably fewer realize just how 
much of their present security, lib- 
erty and freedom depends on the 
physician’s place in national defense. 

Frequently, the physician helps 
weld physical and medical sciences 
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into a nutually-coordinated, success- 
ful ac: ievement. This is particularly 
true i: military science which today 
js inti nately integrated with engi- 
neerin . and industry in the develop- 
ment ef new weapon systems for na- 
tional defense. 


Decisive weapon 

Of high importance on the list of 
instruments of warfare is the air- 
plane. The airplane was not in- 
vented as a weapon. However, men 
of vision very early determined that 
it had the capacity of becoming a 
superior and decisive weapon, and 
engineers have proved this by creat- 
ing aircraft and munitions which 
admit no boundaries of distance, 
speed, altitude, or explosive tonnage 
carried. 

Had it not been for physicians 
and other bio-scientists, aeronautical 
engineers would have encountered 
impossible barriers long ago, since 
these weapons are manned and are 
operated in an environment quite 
foreign to man’s native physiological 
adaptability. Survival after ascend- 
ing through ninety-five percent of 
the earth’s atmosphere and traveling 
at this altitude at rates calculated in 
multiples of the speed of sound is 
possible only because the science of 
aviation medicine has constantly and 
systematically been applied for 
man’s protection, comfort and sur- 
vival in the air. 


Human engineering 
The physician and allied bio- 
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scientists of aviation medicine can, 
indeed, be cited for their contribu- 
tion to human engineering and air- 
craft design; for the development of 


‘safety devices such as ejection seats, 


pressure suits, pressure cabins, oxy- 
gen systems, protective clothing, and 
the processes of selection and health 
programs of those who maintain our 
air combat readiness in peace and 
in war. 

Much of what is said of aviation 
medicine is also true of other 
branches of military medicine, for 
the combination of physical and 
medical sciences in the development 
of various complex weapon systems 
is certainly not limited to those of 
the air. 


Young physicians 

Years ago in aeromedical research 
laboratories, young physicians made 
trips to simulated altitudes of 100.- 
000 feet in pressure chambers. At 
these altitudes they were studying 
altitude physiology and testing pro- 
tective devices produced by medical 
engineering. Ascents to such alti- 
tudes are significant when you real- 
ize that circulating blood will boil 
at an altitude of 63,000 feet and 
consciousness is lost in a matter of 
seconds at less than half this allti- 
tude. 

Escape from aircraft at high speeds 
and high altitudes was engineered 
in medical research laboratories. The 
first men to sit in an airplane seat 
and be catapulted 70 feet into the air 
by an explosive charge were young 
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physicians—the ejection seat is now 
standard equipment. 

The first man to test protective 
equipment against the traumatic 
forces of excessive acceleration, de- 
celeration and crash was a physician. 
The first aviator to actually jump 
from altitudes requiring life-saving 
protective escape equipment against 
freezing, hypoxic and blast dangers 
was a physician. The first man to 
experience the effects of explosive 
decompression, as might happen 
when a pressurized cabin ruptures, 
allowing the altitude to instantly 
jump from ten to forty thousand 
feet, was a physician. 

These are but a few of the more 
dramatic episodes of the part that 
physicians are playing in making 
possible the manning and operation 
of modern combat aircraft. 


New challenges 

Aerial and space vehicles now 
projected on the engineer’s drawing 
board offer new challenges to medi- 
cal research. At present our scien- 
tists are working on methods of sus- 
taining life, within reasonable de- 
grees of comfort and safety, in 
sealed capsules which are necessary 
if man is to live for sustained pe- 
riods at speeds and altitudes already 
attained. As the mothering effect 
of the earth’s atmosphere is left 
below, airmen encounter the toxic 
effects of ozone concentration, heavy 
particle cosmic rays, and _ solar 
x-rays, as well as a lack of oxygen 
and diminished barometric pressure. 


Supersonic fighter aircraft traveling 
at speeds of Mach 3 develow heat 
at a rate which would melt a ton 
of ice per minute; engineering and 
medicine will conquer this heat bar- 
rier just as they have solved the 
others. 


Environmental medicine 

This discussion of the increasing 
cooperative interdependence of the 
physical and medical sciences dem- 
onstrates the high position that medi- 
cine plays in industrial development 
and in the achievement of our coun- 
try’s military security. We have diff- 
culty in attaining or even compre- 
hending an optimum environment; 
however, medicine must meet this 
challenge whether it be considered 
from without or from within, since 
all medicine is in one way or another 
environmental medicine. 


Vital resource 

The efficient performance of man 
depends on a state of equilibrium 
between his physical and psychic 
components, as well as between them 
and his environment, environments 
created by disease, disarrangement 
or displacement. I refer again to 
the increasing interdependence of 
the physical, social and medical 
sciences in maintaining biological. 
physiological and emotional equi- 
librium without which man is sub- 
ject to serious disruption and failure 
in his social and industrial world. 
Maintaining optimum equilibrium 
between the military man and his 
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NO OTHER 
ANTIRHEUMATIC 
PRODUCT 
PROVIDES AS MANY 
BENEFITS AS 


MEPRO | BAMATE 
PREDNISO|LONE, buffered 


THE QNLY 
ANTIRHEUMATIC, 


ANTIARTHRITIC 


THAT SIMULTANEOUSLY 
RELIEVES: 


1. MUSCLE SPASM 
2. JOINT INFLAMMATION 
3. ANXIETY TENSION 


4. DISCOMFORT 
AND DISABILITY 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 


MEPROLONE is the trade-mark of Merck & Co., Inc. 


February 1957, Vol. 3, No. 2 


1] 
ling 
heat 
ton 
and 
bar- | 
the 
| 
lem. | 
nent 
oun- 
if 
pre- : 
ent; | 
this | 
ince 
ther | : 
| 
rium 
chic 
ents | 
nent | 
n to | 
lical 
ical, 
on 
sub- 
ilure 
orld. 
rium 
his 
m 


environment presents the basic prob- 
lem of military medicine. 

In this discussion, no attempt has 
been made to cover the full spectrum 
of the physician’s responsibility. To 
do so would involve more extensive 
discussions of the social and basic 
sciences, of philosophy and religion 
as well as the growing number of 
clinical specialties. There has been 


ence and wisdom and stren:th who 
are able to bring our total national 
resources to bear on the common 
problem. Medical science is a grow. 
ing and vital national resource that 
should be strengthened rather than 
diminished by use. 

We as medical and health special. 
ists must remember that the nation 
has no resource greater than the 


If you 
an attempt to give but a few factors health of its people. We must re. — 
bearing on the ever-expanding sphere member also that a strong national [| 2U-' 
of medicine and to emphasize the defense needs the daily participation take i 
strategic position of the physician in and support of the medical profes. 1. 
military science, particularly avia- sion. 
tion medicine. We as physicians are guardians of a 

National welfare and security re- a public trust that goes beyond bed- 3. 
quire the devoted and unselfish at- side medicine. Our profession chal- 
tention of many men of broad vision lenges us with many roles having a 4. 
and understanding; by men of sci- profound bearing on human welfare. 

5. 

Choo 

Who Says Doctors Can’t Write! roe 
Cardio 

Not us. The editors and staff of RESIDENT PHYSICIAN have — 
been impressed by the quality of resident contributions to your Sinan 
journal. So have you, if we may judge by your letters. So, we're Intern: 
no longer listening to those who claim doctors “are too busy Neuro 
studying the science of medicine to learn the art of expressing mee 
their ideas in writing.” Ophth: 
This leads us to the next question: Would you like to write Orthor 
for other residents to read? ~ 


Resident interest is our only criterion. For example, though 
we’re not in the market for strictly “scientific” papers, we would 
welcome your views concerning your own specialty training or 
residency experiences. 

You will receive prompt acknowledgement—plus a_ check 
upon acceptance. 

If you’re not sure your 
PHYSICIAN, try us anyway. 
RESIDENT PHYSICIAN, 
New York. 


idea would fit in RESIDENT 
Simply send an outline to: 
1447 Northern Blvd., Manhasset, 
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AN ARMY 
RESIDENCY 
OFFERS You 

5 OUTSTANDING 

BENEFITS 


If you plan to specialize, there are five 

important reasons why you should consider 
a U. S. Army sponsored residency. Why not 
take advantage of these outstanding benefits: 


1. Earn over $600.00 a month—free 4 
yourself from financial worries! 


2. Specialize in your particular field. 


3. Enjoy the rank and prestige of an 
Army officer. 


4. Get expert medical instruction— 
work in outstanding hospitals. 


5. Take pride in serving your country 
while furthering your own career. 


Choose your residency from these 23 fields: 


Allergy Otolaryngology 
Anesthesiology Pathology 
Cardiovascular Disease Pediatrics 
Dermatology Physical Medicine & 
Gastroenterology Rehabilitation 
General Practice Plastic Surgery 
Internal Medicine Psychiatry 

Neurology Pulmonary Diseases 


Neurological Surgery Raciology “4 


Obstetrics & Gynecology Surgery 
Ophthalmology Thoracic Surgery 
Orthopedic Surgery Urology 


FOR FULL DETAILS, mail this coupon today to 


the Commanding General of your Army area. 
Attention: Army Medical Service Procurement. 


U.S. ARMY 
MEDICAL 
CORPS 
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RP 
For the Surgeon General: 


Please send me further information 
on my opportunities for specialization 
in the U. S. Army Medical Corps. 


ADDRESS 


city STATE 


115 


= 4 
* 
| 
At 
| 
| 
ur | | 
| 
gh 
>) 
or 
! 
NT — | 
et, 


This month’s panel 


DR. MILLER: A graduate of a northeastern medical school, he 
served his internship in a small voluntary hospital. His first year 
of psychiatric residency was in a VA hospital with medical school 
affiliation. This was followed by two years at a state hospital. He 
entered private practice in 1953. 

DR. WALLACE: A graduate of a midwestern medical school, Dr. 
Wallace took his internship and two years of residency in internal 
medicine at a midwestern municipal hospital. 

DR. ROWE: A graduate of a northeastern medical school, he 
served his internship at a university. hospital and is now in his 
second year of a pediatric residency at a voluntary hospital in the 
South. 

DR. JOHNSON: A graduate of an eastern medical school, he 
divided his training in internal medicine between a voluntary hos- 
pital and a municipal medical center in New York. After service 
in the army, he opened his office for the practice of interna! 
medicine in New York. 

DR. MORRISON: A graduate of a southwestern medical school, 
he served his internship at an army hospital and is now in his 
second year of pediatric residency at a voluntary hospital in the 
southwest. 
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Resident 
Roundtable 


The costs of medical care, increased participation in 
voluntary health insurance, with special emphasis on 
major medical coverage, is discussed by the panel. 


MODERATOR: According to recent articles in national magazines, 
the cost of medical care is gradually getting beyond the reach 
of the average patient. Do you believe this to be so? 


DR. ROWE: Well, I suppose it all depends on what you call the 


average patient. Certainly for any person, with or without an 
average income, a serious illness involving a long period of hos- 
pitalization is going to put him in a financial hole for months, 
even years to come. However, medical insurance is supposed to 
help solve that problem. 


Inflation 


MODERATOR: Would you say that the cost of medical care has 
gone higher by a great percentage in just the past few years? 


DR. MORRISON: No, I don’t think so. I think it has been a 
gradual increase which is part and parcel of the gradual infla- 
tionary trend we have beer living in during the past five or six 
years. 


DR. MILLER: Well, Dr. Morrison, I don’t quite agree. After all, 
even though inflation has had a part in the increased cost of care, 
I think that the cost of better medicine is bound to be higher as 
more and more people demand and as more and more hospitals and 
physicians provide better medical care. 
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DR. JOHNSON: Well, I suppose that is partly a philosophical 


expression. 


Better medicine 


DR. MILLER: Not at all. I think we can agree that improvements 
in medicine have come quite rapidly over the past three or four 
years. Our own training is better than that of physicians of, say, 
ten years ago, and by a considerable degree. But, what’s more im- 
portant, the scientific tools we have to work with have been greatly 
refined—at a cost. 


DR. ROWE: I go along with that, and I think I see what you 
mean. The more we learn about diseases, the more diagnostic 
tests we can make, the higher go the costs for the time and the 
processing of these tests. 


DR. MORRISON: Well, I should imagine that the hospital stay, 
that is the length of stay per illness would be considerably short- 
ened by improvements in what medicine is able to accomplish. 
I am speaking of the outpatient level. 


MODERATOR: Then we are divided about this increased cost 
question? 


DR. JOHNSON: I don’t think we are divided as far as the fact 
that costs have increased. But there is much to be said for the 
fact that the services and the care have improved. So, though 
costs in relation to what they were ten years ago are perhaps high, 


Resident Roundtable is a transcript of a recorded 
panel discussion among five residents and specialists, 
each from a different hospital. 

Actual names of those participating in the Resident 
Roundtable are not used. You are invited to add your 
comments to these Roundtables through your Letters 
to the Editor. 
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in relation to what we accomplish today, I seriously doubt whether 
they are out of line. 


Insurance 


DR. WALLACE: However, I seriously doubt whether that better 
care is going to change the fact that the average patient can get 
in debt over his medical bills, and if you pardon my introduction 
of a new topic here, health insurance has put the average patient 
in a far better position to protect himself against these bills than 
was possible ten, twenty or thirty years ago. 


MODERATOR: I think, then, that the prelude to any discussion 
of the cost should certainly mention the areas of cost. 


DR. MORRISON: You mean when we say cost of medical care 


we should break this down into the specific charges, where they can 
be allocated? 


MODERATOR: Yes, I think you have your health insurance 
_ premiums, a relatively minor item for the individual. But you 
* also have hospital bills for catastrophic type illnesses against bills 
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clinical setae indicates that to augment the 
therapeutic advantages of the “predni-steroids”’ 


antacids should be routinely co-administered 
to minimize gastric distress 


ROUTINE 
CO-ADMINISTRATION 
MEANS 


All the benefits of the 

“predni-steroids” plus 

positive antacid action 

to minimize gastric 

distress. 
prednisolone with D 
50 mg. magnesium 
and MERCK SHARP & DOHME 
300 mg. aluminum DIVISION OF MERCK &@ CO., INC. 
hydroxide gel. PHILADELPHIA 1, PA. 


‘CO-DELTRA’ and ‘CO-HYDELTRA’ are trademarks of MERCK & Co., INC. 
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for the “normal” hospital care. In both of these the cost of 
medication probably could be included. Then you have physician’s 
fees. And last, you have the quality of medical care. 


DR. JOHNSON: Well, I think all these things are inter-related 
in the total cost question. 


DR. MILLER: That’s just the point. But if you speak of the 
average person and the cost of medical care, do you mean the 
total of all of these different costs or are we speaking of one 
particular area, such as hospital bills, or the surgeon’s fee or what? 


DR. WALLACE: Well, I think health insurance is probably the 
most important factor in this discussion . . . It has become very 
important, especially during the past ten years. When people speak 
of the cost of medical care, I think they are absolutely correct in 
saying that it has gone very high. But with the realization that 
voluntary health insurance is available to practically everyone, 
then I think the cost figure becomes a less important considera- 
tion. The point is: what kinds of insurance are available and what 
do they cost? 


Hospital, surgical 
DR. MORRISON: I think I can tick off the various types in this 
way: the kinds of insurance can be broken down into insurance 


for hospital expense, surgical expense, regular medical expense, 
this provides for the cost of home visits or other non-surgical care, 
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in urinary tract disturbances 
Pyridium achieves the first objective 


2rand of Phenylazo-diamino-pyridine HCI) 


in a matter of minutes 


With PYRIDIUM, irritated urinary tissues are bathed in a continuous flow of 
analgesic fluid, keeping the patient comfortable during diagnostic procedures 
and while maintaining therapy. The benefits of therapy with PYRIDIUM include 
+ gratifying relief in a matter of minutes—long before specific therapy, if 
required, can take effect - elimination of urinary retention due to pain spasm 
+ local analgesia only - complementary to any antibacterial of the physician's 
choice —allews separate control of analgesic and antibacterial therapy 
+ simple, convenient dosage — just 2 tablets before meals for adults. 


Pyridium is the registered trade-mark of Nepera Chemical Co., Inc. for its brand of phenylazo-diamine- 
pyridine HCl. Merck Sharp & Dohme, Division of Merck & Co., Inc., sole distributor in the United States. 
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major medical—which meets practically every type of expens: 
for long illnesses or costly procedures, and lastly, these so-called 
loss-of-income policies which pay an income to the patient who is 
ill or injured. 


Major medical 
DR. JOHNSON: Well I think I can describe what is called major 


medical or catastrophic type insurance type policies. These usually 
have maximum benefits between $2500 and $10,000 which can be 
applied to each illness or to each member of the family. There 
is also a deductible provision which is similar to the deductible 
provision in collision insurance on your automobile. That is, 
the insured pays up to so much and after that amount, the de- 
ductible amount, the insurance company takes over. In other 
words, major medical picks up where most other health insurance 
policies leave off. It was specifically designed to cover the big 
bill situation. 


DR. MILLER: Who is covered by this? How many people? 


MODERATOR: Well according to the figures, this form of in- 
surance has developed faster than any other in the past year. 
Better than 5 million persons are protected by major medical 
insurance. Most have it on a group basis—through their em- 
ployers. A little more than half of those protected are dependents 
of the family head. In the previous year, less than half the 
present number had major medical. 


OR. JOHNSON: This would make it the fastest growing variety 


of health insurance, wouldn’t it? 


MODERATOR: Yes, and by a good percentage. Actually, health 
insurance itself has shown an amazing increase in the past five 
years. Present figures show about 92 million persons covered for 
surgical fees—an increase of 7% over the previous year. If I 
remember correctly, hospital protection is about 108 million 
persons, an increase of about 6%. 


DR. JOHNSON: I take it that neither of these forms show the 
percentage increase scored by major medical? 
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when infection strikes the respiratory tract... 


ILOTYCIN 


(Erythromycin, Lilly) 
provides singularly effective antibiotic therapy, because 


¢ Virtually all gram-positive organisms are 
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Available in specially ; i 
Bactericidal action kills susceptible or 
ganisms 
ointments, and I.V. * Normal intestinal flora is not appreci- 
ampoules. ably disturbed 
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DR. MORRISON: Nowhere near it. The figures I have show major 
medical has increased by two and a half times over last year. 


Co-insurance 


DR. JOHNSON: Incidentally, I led you astray a minute ago when 
I told you that after the deductible amount was paid by the 
insured, the remainder was paid by the company. This is seldom 
the fact. Actually they have what they call a co-insurance clause 
which means the insured individual, after paying the deductible 
amount, pays about 20% of the remaining costs with the company 


paying 80% up to the maximum benefit stated in the insurance 
contract. 


DR. ROWE: Well why do they have that clause in there? 


DR. WALLACE: Well it’s my guess that this is so the insured 
will have some incentive to get the best prices he can in accommo- 
dations and services. He won’t forget all about economy. 


DR. JOHNSON: Exactly right. 


MODERATOR: I wonder if the insured individuals generally know 
their entitlements under the various health plans? 


Explanation 


DR. ROWE: I think, from what I’ve been reading, it’s more 
important to know what you're not entitled to. 


DR. JOHNSON: Well, I’ve recently had a little experience in that 
problem. As a matter of fact I think that’s where much of the 
criticism and this high cost business comes from. Before I see a 
patient, my secretary has béen instructed to ask the patient about 
his health insurance. For example, on Blue Shield and Blue 
Cross, she checks the suffix number and tells them exactly what 
they are entitled to. Some must pay for home visits; some con- 
tracts cover this. Some only office visits. 


MODERATOR: What of the more extensive types of treatment? 


DR. JOHNSON: Supposing the patient walks into my office for 
an initial check or complete work-up . . . 


Febr 
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DR. WALLACE: . . . You mean blood count, urine, sed rate and 


soon... 


DR. JOHNSON: . . . Yes. Unless I’ve spoken to them ahead of 
time they might be expecting to pay three dollars because they 
are covered by Blue Shield. But my secretary will tell them what 
their policy covers and what my fees are. 


MODERATOR: How did you learn about these contracts in the 
first place and what made you decide to tell your patients about 
this ahead of time? 


DR. JOHNSON: I learned from my first patient with Blue Shield. 
Not knowing a thing about Blue Shield myself, I naively allowed 
the patient to fill out a form, putting down everything I had done. 
The bill went to Blue Cross for $40 or some such figure. It wasn’t 
paid, of course. And then the patient wanted to know what was 
going on. 


MODERATOR: Do you think the senior resident would benefit 
from knowing what Blue Shield is all about? 
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The answer... 


THE ORIGINAL FECAL SOFTENER 


IN CONSTIPATIO 


Clinical and physicochemical research have 
established the optimal dosage for complete fecal 
softening. At a dosage of 240 mg. of dioctyl 
sodium sulfosuccinate once daily, surface tension 
lowering and homogenization reaches the 
maximum effective level (average daily excretion 
150-200 Gm."). The chart indicates the need for 
a daily dosage of 240 mg. and substantiates the 
fact that no increase in fecal softening can be 
obtained from additional quantities. 


Increasing Efficiency of Fecal Softening 


0.1 0.2 0.3 0.4 
Doxinate Concentration 7 
1. Best & Taylor, The Physiological Basis of Medical Practice, 6th Ed. 
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DR. MILLER: I would say, not just Blue Shield, but also other 
groups like Group Health Insurance and some of the smaller 
insurance plans. 


DR. ROWE: Is this GHI growing? 


DR. WALLACE: It has certain features which Blue Shield doesn’t 
have—and Blue Shield, of course, has other features not shared 
by GHI. They are all growing. 


MODERATOR: GHI, then, is strictly for doctor’s bills as Blue 
Shield is? 


DR. MILLER: Yes. But GHI provides for the partial payment 
of lab fees in the office, x-rays and so forth—even though this may 
be done as a part of a check-up or preventive medicine plan. 


DR. ROWE: Then Blue Shield doesn’t pay for any lab fees of any 
kind? 


DR. MILLER: In the standard contract, no. But, I understand 
there are special contracts which are written for selected groups— 
which do allow many other provisions not found in the standard 
contract. 


Closed panel 
DR. JOHNSON: There are also these closed-panel type plans 
which, for a specified premium, cover complete medical care— 
but only through the panel of physicians associated with the plan. 
I think the Health Insurance Plan of New York and the Kaiser- 
Permanente Plan of California are of this type of pre-payment 
plan. 


DR. MILLER: In addition’ to this you have hundreds of other 
plans which are set up by unions and large companies for the care 
of their own members and employees. Some of these, of course, 
are under Blue Shield and some are under separate, self-contained 
control. 


Plan provisions 


MODERATOR: From what has been said here, I get the feeling 
that the resident who is going into private practice should be 
given a dope sheet which outlines or presents the provisions of 
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SAVE Time by Using This | Gilbert 


Type BARDEX® FOLEY CATHETER |; 


with Self-Sealing Plug in Inflation Funnel 


One PERSON can easily inflate 
and deflate this Gilbert type BARDEX 
Foley Catheter. No assistant is needed 
to clamp or tie off the inflation funnel. 

Using a syringe with a 1 inch 20 
gauge needle, the plug is easily punc- 
tured. Then the balloon is inflated to 
the exact size desired with a measured 
amount of water. 

When the needle is withdrawn, the 
plug is self-sealing. There is no drip 


after inflation or deflation. To deflate, | 
merely puncture plug with needle on 
empty syringe. 

More and more hospitals and physi- 
cians are saving time and money by 


using this Type BARDEX 
Foley Catheter. 


Cc.R. BARD, INC. 
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the big pians in order to help his patient understand what is 
covered? 


DR. JOHNSON: Definitely. I know of no such compendium whic}: 
would give each physician all the facts about the different plans. 
however. I wish there was such an index or directory. 


MODERATOR: Well, getting back to the cost question, do you 
think the existing insurance plans are doing the job? 


DR. MILLER: Well let’s be absolutely fair. Any insurance is a 
product of a problem which exists. The first efforts are designed 
to solve the problem at a minimum cost. Gradually thé public 
makes known its needs and the plan is revised until finally, al- 
though the cost goes up, the protection increases. 


DR. JOHNSON: Yes, that’s true. And I personally feel that the 
deductible and co-insurance features of the major medical insur- 
ance plans represent the most important type of hospital insur- 
ance. I think you are going to see a tremendous increase in this 
type of insurance in the next three or four years. 


Major coverage 
DR. ROWE: Well, what of the others? 


DR. MORRISON: All do a particular job. But I agree with Dr. 

Johnson that the public is becoming educated to the fact that 

though they may afford a bill of $100 or $200 a year, on the other 

hand a single bill of $1500 or $4000 would break their economic not 

security for a good long time. This major medical insurance then, 

is bound to become the big seller as this idea receives more public Tedral 
attention. tack, 


DR. WALLACE: I think you’re right—and already the statistics 

quoted have shown that the real boom in major medical insurance relief 
may be in process right now. However, no plan will be perfect or sympto 
cover every eventuality. If there were such a plan, I suppose it utes. f 
would be so expensive as to be practically out of the question for Tedral 
anyone to afford the insurance. tissue ¢ 


MODERATOR: I think we have overlooked one important factor 
which would serve to reduce the costs of a hospital stay. This 
would be the well-patient ward or wing of the hospital. 


Resident Physician 


yy” 
‘ 
7 
4 
f 
‘ 
4 


iclan 


invitation to asthma? 


not necessarily 


Tedral, taken at the first sign of at- 
tack, often forestalls severe symptoms. 


relief in minutes ... Tedral brings 
symptomatic relief in a matter of min- 
utes. Breathing becomies easier as 
Tedral relaxes smooth muscle, reduces 
tissue edema, provides mild sedation. 


for 4 full hours . . . Tedral main- 
tains more normal respiration for a 
sustained period—not just a momens 
tary pause in the attack. 


Tedral provides: 

2 
Ephedrine HCl ............+.4 Qf 
Phenobarbital ....... Vg gr. 


in boxes of 24, 120 and 1000 tablets 


Tedral 


WARNER-CHILCOTT 


~ 


DR. ROWE: You mean for patients over the critical stage who 
require less nursing attention and can get up for meals instead 
of using expensive tray service. 


‘ MODERATOR: Exactly. I think we are all aware that this idea is 
being tested in a number of hospitals at the present time. Do you 
agree that the idea is sound? 


DR. JOHNSON: Well, I’m sure that it has a sound objective— 
namely, to lower the cost per patient while not taking any impor- 
tant service away from him that would affect his recovery. Ob- 
viously you could decrease the number of nursing hours in the 
well-patient department; also, many of the other services could 
be reduced to a minimum. But I wonder if this would substantially 
affect the cost of hospital care. 


DR. ROWE: I’m sure it would. 


MODERATOR: Do you think residents are generally more aware 
today of what their patients are paying for their hospital stay? 


DR. MILLER: I think so. Definitely. Costs are rising. It’s an 
acute problem and a source of anxiety in the patient. No one is 
silent on this. 


DR. MORRISON: I agree. Patients actually tell you what they 
pay. “Get me out of here, Doc, this is costing me $22 a day,” or 
some other remark keeps you constantly aware. Also, we get ques- 
tions about the health plans such as: “Do you think I’m covered 
under Blue Cross, Doctor?” 


DR. JOHNSON: Well, I can’t say that residents today are more 
aware than residents in years past. I think they are aware, period. 
In a municipal hospital or government hospital, they might not 
think of it as often, but they are aware—that’s for sure. Any 
resident who doesn’t have a good idea of what it’s costing the 
patient should certainly get his head out of the sand. In private 
practice, costs are extremely important and an integral part of the 
practice of medicine. 


MODERATOR: I guess we’ll close at this point and start with 
another question next month. Thank you all for your cooperation. 
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Special Report 


Educational Opportunities 


In Aviation Medicine 


New developments in jet and rocket propulsion have 
stimulated the expansion of aviation medicine training. 
To keep up with the advances in aviation, more physi- 
cians are needed in this challenging medical specialty. 


Colonel Howard Lackay, USAF (MC) 


Anthough aviation medicine did 
not gain official recognition until 
1953, the specialty has been prac- 
ticed for many years. 

The earliest recorded scientific 
observations of the effects of flight 
on man were made in 1783 and 
1784. In the following century, dur- 
ing the balloon era of aviation, many 
reports were made concerning the 
ill effects of low barometric pres- 
sure, hypoxia, cold and other condi- 
tions encountered at high altitudes. 

With the invention of heavier- 
@ithan-air “flying machines” early in 


Residents in Aviation Medicine study 
equipment in F-100 Super Sabre, A knowl- 
edge of the human factors involved in 
fying these supersonic jets is part of 
the specialist's job. 
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Chief, Medical Education Division 


our own century, additional flight 
hazards were met by pilots and their 
passengers. 

Those interested in aviation medi- 
cine faced the tremendous task of 
eliminating or at least limiting these 
new dangers. 


War machine 

During World War I, the potential 
of the airplane as a war machine 
was recognized. Concerted efforts of 
engineers, scientists, manufacturers 
and experimenters were directed 
toward creating and constructing 
aircraft for military uses. It became 
a race against the enemy to build 
aircraft which could fly higher, 
faster and farther. As a consequence, 
the number of pilot injuries and 
fatalities rose sharply. 
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Only then did the frailties, the 
physical and mental limitations of 
the pilots, aircrews and passengers 
in this new environment become 
more generally appreciated. And 
both the need and the impetus was 
given for aeromedical research. 


Medical research 


To determine the effects of flight 
on man, to enable him to overcome 
these effects, here were the prob- 
lems which challenged the pioneers 
in aviation medicine. 

Studies were made to improve 
methods of selecting pilots for train- 
ing and to adapt these pilots to fly- 
ing. As a direct and almost imme- 
diate result of these investigations 
and the corrective measures which 
they initiated, the number of deaths 


due to flying was cut to more than 
half the previous rate. This success 
led to the next step. 


First school 

In order to bring the growing 
fund of knowledge of aviation medi- 
cine to those charged with the medi- 
cal care of pilots and aircrews, the 
first school for the teaching of avia- 
tion medicine, The School for Flight 
Surgeons, was organized and estab- 
lished in 1919. As a section of the 
Medical Research Laboratory of the 
Army Air Service, this school, now 
known as the United States Air 
Force School of Aviation Medicine 
(Randolph Air Force Base, Texas) 
gave the first “Basic Course for 
Flight Surgeons” later in the same 
year. 


Air Force medical officers at the Johns Hopkins School of Hygiene and Public 
Health discuss their training in Phase | of the Aviation Medicine specialty program 


with Dr. 


Ernest L. Stebbins, Dean and Professor of Public Health Administration. 
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Student doctors in 
the Primary Course 
learn use of gear re- 
quired in modern 
high-altitude aircraft 
by taking “flights” in 
this low-pressure 
chamber at the 
School of Aviation 
Medicine. Using oxy- 
gen equipment as 
they would in the 
cabin of a jet, the 
medical officers lis- 
ten to the instructor. 
Later they will train 
flyers under their 


Steady progress 

In the interval between World 
Wars I and II, aviation progressed 
slowly but steadily. The speed, 
range and operational ceiling or 
altitude of aircraft were increased. 
Commercial aviation also developed 
and spread a network of airlanes 
over the world. 

Through research and the applica- 
tion of the basic principles learned 
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in World War I, aviation medicine 
aided and kept pace with this 
growth. The School of Aviation 
Medicine expanded its facilities for 
research and teaching and continued 
to nourish the new, specialized field 
of medicine. 
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Rapid developments 
World War II, like its prede- 
cessor, through urgent necessity 
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accelerated the development of both 
aviation and aviation medicine. With- 
in five years from the outbreak of 
the war, operational flying speeds 
were almost doubled. Pressurized 
cabins were introduced, and with 
improved oxygen systems, sustained 
flights at altitudes of 35,000 to 
40,000 feet became humanly possible. 
Through the use of anti-gravity “G- 
suits,” fighter pilots were able to 
take greater advantage of the 
maneuverability of their high-speed 
aircraft. 


Safeguard health 

During World War II, more than 
100,000 men were trained as pilots 
and aircrew members. By thorough 
and rigorous medical selection, by 
the application of safety measures 


developed through aeromedical re- 
search, and by the skilled practice 
of aviation medicine, the lives and 
health of many thousands of aircrew 
members and millions of air pas- 
sengers were safeguarded. 


To assist in this important prog- 
ress, several thousand physicians 
were trained, in accelerated pro- 
grams, in the basic principles of 
aviation medicine by the schools of 
aviation medicine of the armed 
forces. 


New stimuli 


After World War II, in contrast 
to the period after World War I, 
there was no sudden decline in 
aviation activity and development. 
Quite the opposite took place. The 
development of jet and rocket pro- 
pulsion near the end of the war, the 
advent of the “cold war,” and the 
rapid expansion of commercial 
aviation provided new and continu- 
ous stimuli to the growth of aviation 
and, at the same time, aviation medi- 
cine. 

Today, in our country alone, more 
than 100,000 persons regularly fly 
as pilots or aircrew members; mil- 
lions accompany them as _passen- 
gers. Several hundred physicians 


Air Force physician 
at USAF School re- 
ceives instruction in 
eye examination on 
the Armed Forces 
Visual Tester as part 
of the Primary 
Course in Aviation 
Medicine. 
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Flexible Arthritis Therapy 


with BUFFERIN* 


Exploit fully the use of salicylates in 
arthritis—give steroids in minimal 
doses—combine salicylates with cor- 
ticosteroids for additive antiarthritic 
effect—this is the program Spies’ 
advocates in a recent article in the 
Journal of the American Medical 
Association. 

Treatment of rheumatoid arthritis 
demands a “highly individualized 
program,” Spies’ writes. The additive 
action of salicylates permits use .of 
smaller amounts of hormones, thus 
lessening or eliminating their well- 
known side effects. “A proper mix- 
ture of salicylates and corticosteroids 
produces an effective antirheumatic 
agent in many cases.” 

Suit your treatment to your in- 
dividual arthritic patient. Use the 


hormone you prefer, in the dosage 
you think best, but for better results 
combine it with BUFFERIN, the sali- 
cylate proved to be better tolerated 
by arthritics.’ 

BUFFERIN contains no sodium, a 
marked advantage when cardiorenal 
complications make a salt-restricted 
diet necessary. 

Each BuFFERIN tablet contains 5 
grains of acetylsalicylic acid and 
the antacids magnesium carbonate 
and aluminum 


BRISTOL-MYERS CO., 19 West SO Street, New York 20, N. Y. 
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Captains Frank Gazzo, Sheldon Cooperman and Joe Lee, USAF medical 
officers enrolled in the Primary Course in Aviation Medicine, receive 
instruction in muscle and muscle balance. The training aid, dubbed the 
“Eyes of Texas,” was developed at the USAF School of Aviation Medicine. 


with special training in aviation 


medicine are currently engaged in 
the medical care of aircrew mem- 
bers, and in safeguarding them, their 
supporting personnel and their pas- 
sengers. But the increasing need for 
physicians with training in aviation 
medicine still has not been met. 


Human factor 


The “Jet Age,” which we are 
entering, and the “Rocket Age.” 
which is just over the horizon, offer 
a tremendous challenge to aviation 
medicine researchers and practition- 
ers. It can be accurately stated that 
the human factor is now the princi- 
pal obstacle to flight at astounding 
speeds and altitudes in the earth’s 
atmosphere and surrounding space. 
And only through aviation medical 


research and practice can this ob- 
stacle be reduced and removed. 


Preventive medicine 

Because of its comparative new- 
ness, perhaps many still do not 
understand what constitutes the spe- 
cialty of aviation medicine. As indi- 
cated in the preceding brief histori- 
cal outline, aviation medicine may be 
defined as that field of medicine 
which is primarily concerned with 
maintaining the health of those who 
fly. It has been described as an alloy 
of several of the basic medical spe- 
cialties: preventive medicine, in- 
ternal medicine, ophthalmology, 
otorhinolaryngology and neuropsy- 
chiatry. 

Since aviation medicine is con- 
cerned primarily with preventing 
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Medihaler 


Mear 3 self-powered, uniform, 
mea: ured-dose inhalation 
theropy...made possible 
by :pecially designed 
met: red-dose valve... 


Medihaler 


Means notably safe and 
effectivetherapy whenin- 
dicated for children. Med- 
ication is in leakproof 
plastic coated bottles... 


Medihaler 


Means true nebulization. 
Each measured dose pro- 
vides 80 per cent of its 
particles in the optimal 
size range—0.5 to 4 
microns radius—insur- 
ing effective penetration 
of the respiratory tract. 


Medihaler 


Means an unbreakable 
Oral Adapter—no mov- 
able parts—no glass to 
break—no rubber to de- 
teriorate... 


| Medihaler 


Medication and Adapter fit 
into neat plastic case, con- 
venient for pocket or purse... 


Medihaler 


Means greater economy 
—no costly glass nebu- 
lizers to replace, and one 
ortwoinhalations usually 
suffices for prompt relief. 


The Unidas ‘Measured-Dose Inhalation Method 


In Asthma 


For Rapid Relief of Acute or Continuing Bronchospasm 


® 
Medihaler-Epi 
Riker brand of epinephrine 0.5% 
solution in inert, nontoxic aerosol 
vehicle. Each ejection delivers 0.125 
mg. epinephrine. In 10 cc. vial with 
metered-dose valve, sufficient for 

200 inhalations. 
Medihaler-Epi replaces injected epiné- 
phrine in emergency situations in 
which respirations have not ceased. 
It provides rapid relief in acute food, 
drug, or pollen reactions (including 
urticaria, bronchospasm, angioneu- 
totic edema, edema of glottis, etc.). 
In most instances only one inhala- 
tion is necessary. 
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Riker brand of isoproterenol HCl 
0.25% solution in inert, nontoxic 
aerosol vehicle. Each ejection deliv- 
ers 0.06 mg. isoproterenol. In 10 cc, 
vial with metered-dose valve, suffi- 
cient for 200 inhalations. 

Note: First prescription for Medihaler 


medications should include the 
desired medication and 
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illness, injury and death due to fly- 
ing, it logically falls among those 
specialties grouped under preventive 
medicine. However, because in avia- 
tion the lives and health of all who 
fly—both passengers and aircrews— 
depend so much on the vision, hear- 
ing, proprioceptive senses, neuro- 
muscular reactions, equilibrium, 
mental] alertness and stability of air- 
craft pilots, the practitioners of avia- 
tion medicine also must be especially 
trained in certain aspects of the 
closely allied clinical specialties of 
ophthalmology, otorhinolaryngology, 
internal medicine, neuropsychiatry. 


Family doctors 

For clarity, the practitioners of 
aviation medicine may be divided 
into two groups, the “general prac- 
titioners” and the “specialists.” 


The former may be considered the. 


“family doctors” of flying personnel. 
As such, they may practice aviation 
medicine on either a full-time or a 
part-time basis. 

In preparation for this type of 
aviation medicine practice only a 
comparatively short postgraduate 
period of training is required. 

In contrast, the fully qualified spe- 
cialist of today must undergo several 
years of extensive graduate training 
so that he may—as consultant or in- 
vestigator — solve problems which 
are beyond the expected capability 
of the general practitioner in the 
specialty. 

Of necessity, the specialist’s prac- 
tice is full time. 


In the Air Force, qualified pie 
tioners of either type of aviation 
medicine are awarded the aeronaiuii- 
cal rating of Flight Surgeon, and «re 
ordinarily known as such. 


Increased training 


The amount of time required to 
train a physician for the practice 
of aviation medicine naturally has 
increased somewhat in proportion to 
the accumulation of knowledge in 
this field. For practical purposes, the 
Air Force offers its physicians two 
types of training in aviation medi- 
cine. One is the concentrated, 9- 
week Primary Course in Aviation 
Medicine which all must take. The 
other is the five-year Aviation Medi- 
cine Specialty Training Program. 


Primary 

The object of the Primary Course 
in Aviation Medicine is to give se- 
lected Air Force physicians the basic 
formal training necessary to enable 
them to assume, after additional 
practical training and experience, 
the duties and responsibilities of a 
Flight Surgeon. 

Emphasis is given to medical 
problems associated with flying. The 
curriculum provides intensive in- 
struction in aviation physiology, bio- 
physics, ophthalmology, otorhino- 
laryngology, psychiatry, and preven- 
tive medicine. 

Particular attention is given to the 
examination, selection and the pres- 
ervation of the health of flying per- 
sonnel through the use of protective 
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—America’s largest printers for Doctors exclusively. 


Histacount means highest quality at lowest prices for Printing, 
Patients’ Records, Bookkeeping Systems and Filing Supplies. 


Histacount means your satisfaction or money back—no questions. 
Free samples and catalogue on request. 


WHEN YOU ARE READY TO ENTER PRACTICE, 
ASK ABOUT OUR FREE BOOKKEEPING SYSTEM OFFER. 


PROFESSIONAL PRINTING COMPANY, ine. 
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equipment and procedures. In addi- 
tion, instruction is given in such sub- 
jects as emergency medical care, 
traumatic surgery, pharmacology, 


and the transportation of patients by 
air. 

Upon successful completion of 
this course, a medical officer is des- 
ignated as “Aviation Medical Exam- 


iner,” and he is given a specialty 
classification as a “Medical Ovtlicer, 
Aviation Medicine.” This entitles 
him to practice aviation medicine, 
After one year of such practice the 
Aviation Medical Examiner may be 
awarded the aeronautical rating of 
“Flight Surgeon” if he has demon- 
strated the required proficiency. 


Next Month: The second part of this two-part report on 
Air Force training in aviation medicine will describe the com- 
ponents of the five-year graduate program. The program includes 
a residency in aviation medicine approved by the AMA Council 
on Medical Education and Hospitals and the American Board 


of Preventive Medicine. 


"I'm ready, doctor, close your eyes!" 
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to improve 
respiration in cardiac 


decompensation 


(nikethamide CIBA) 


ORAL SOLUTION aqueous) 


Coramine is a proved respiratory and central nervous system stimulant, 
bseful in controlling Cheyne-Stokes respiration and paroxysmal dyspnea 
ssociated with cardiac decompensation. 


The choice of oral or intravenous therapy depends upon the seriousness 
bf the situation. When a prompt response is necessary, the intravenous 
oute is preferred. Oral administration produces a slow, progressive im- 
provement—usually one to three days elapse before the optimum benefit 
s realized. 


Since Coramine is rapidly and completely absorbed from the gastroin- 
Lf Bestinal tract, the Oral Solution (3 to 5 ml., three to five times a day) may 
be administered in cases of chronic cardiac decompensation or in convales- 

ence following accute coronary occlusion. - 
BUPPLIED : Oral Solution: bottles of 1 and 3 fluidounces and c ns 5 A 


bottles of 1 pint. Also available for intravenous or intramuscular use: 
mpuls, 1.5 ml. and 5 ml. ; Multiple-dose Vials, 20 ml. afaseen 
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sician 


What’s the 


Doctor’s Name ? 


H. was born in 1738, the son of 
a lawyer at Saintes, France. In 
1763, he matriculated as a medical 
student in Paris and five years later 
was graduated at Rheims. 

He received his official degree in 
medicine in Paris in 1770. Later, he 
was appointed a docteur-régent of 
the medical faculty—the highest dis- 
tinction possible — and became a 
popular teacher and practioner. 

In 1784, he was chosen a member 
of the commission for the investiga- 
tion of Mesmer’s theory concerning 
animal magnetism. This commission 
was appointed by Louis XVI and 
included, among others, Lavoisier 
and Benjamin Franklin. The inves- 
tigation was unfavorable for Mesmer 
who was eventually forced to leave 
Paris. 

In 1788, he published a pamphlet 
considered to be one of the political 
manifestos that helped to pave the 
way for the Revolution. It presented 
the claims of the commons for at 
least as many representatives in the 
States-General as were accorded the 
nobility and the clergy. As a result 
he was elected a people’s represen- 
tative for the City of Paris and be- 
came the president of the Assembly. 


By Victor R. Jablokow, M.D. 


At that time he proposed that 
execution by decapitation should no 
longer be confined to the upper class 
and that it was desirable to render 
the process of execution as swift 
and painless as possible. He sug- 
gested a machine similar to those 
used in many countries a century 
before. The machine was constructed 
by a German mechanic, and after 
satisfactory experiments, was erected 
on the Place de Gréve for the execu- 
tion of a highwayman in 1792. 

After having carried several names 
the machine was eventually given 
the name of the doctor who first sug- 
gested its use. He could noi have 
foreseen that this mechanism would 
become the tool of destruction in a 
Reign of Terror. 

Meanwhile, he retired from poli- 
tics and tried to protect, whenever 
possible, the victims of the Revolu- 
tion. He was finally arrested but 
was saved by the fall of Robespierre. 
After the Terror he founded the 
Académie de Médicine. He was an 
ardent follower of Jenner and head- 
ed a French committee for the pro- 
pagation of vaccination. 

He died in 1814. Can you name 
the doctor? (See page 162.) 
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ier, J. M.; Surmonte, J. A.; Ginsberg, M., and 
F. ©.: Streptokinase Intramuscularly in the 
iment of infection and Edema. (Scientific Exhibit) 
ened Medicine Vol. 20, No. 3: 260-267 (Sept.) 


Postgraduate 


Medicine 


SERVATIONS ON THE INTRAMUSCULAR USE OF STREPTOKINASE? 


|. Most patients showed beneficial 
clinical effect after 24 hours. 


2, No aggravation of infection. 
3. No delay in wound healing. 


4,Ten per cent of patients had 
temperature rise of 2 to 3° 
F., easily controlled by 
medication. 


5. No changes in peripheral blood 


6. No significant alteration of pro- 
thrombin time. 


7. No fibrinolysis.+ 


8. Some pain and tenderness at in- 
jection site in about 60 per 
cent of cases. 


9. No hemorrhage, hematoma or 
petechiae. 


10. No granulomas at injection site. 


picture. 11. No chills, cyanosis or allergic 


reaction. 
DOSAGE 
Five thousand units of streptokinase in 0.5 cc. of physiologic saline admin- 
istered intramuscularly twice a day for at least six doses. Treatment may be 


continued longer if necessary. It may be given preoperatively where con- 
siderable edema is expected postoperatively. 


PRECAUTIONS 


|.An antibacterial drug must be given with the intramuscularly admin- 
istered streptokinase. 


2. Streptokinase should not be given to patients known to have defects in the 
clotting mechanism.” 


+No fibrinolysis detectable in circulating blood stream. 


VARIDASE 


Areptohinase Lederie 


\TRAMUSCULAR 


VARIDASE Intramuscular provides remarkable control of inflammation 
in many different types of lesions, simple or infected, including 
abscesses, cellulitis, epididymitis, hemarthrosis, sinusitis, and throm- 
bophlebitis. 

VARIDASE Intramuscular (Water Soluble—No Oil) —Simple mixing 
instructions are included in the package literature. 


Administration: INTRAMUSCULAR, deep in the upper, outer quadrant 
of the buttock. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, 
PEARL RIVER, NEW YORK *Reg. U.S. Pat. Off. 
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Mediquiz 


1. A forty-five caliber bullet passing 
through several layers of heavy wool 
clothing causes through-and- 
through wound of the knee joint. 
X-ray revealed no fracture. Of the 
following, the preferred treatment 
would be: (A) immobilization with 
local use of penicillin; (B) debride- 
ment of external wounds and im- 
mobilization; (C) adequate debride- 
ment of external wounds with ex- 
ploration of knee joint; (D) ade- 
quate debridement of external 
wounds with saline irrigation of 
joint through one of the openings. 


2. A man was stabbed in the ab- 
domen several times with an ice- 
pick. Examination twenty minutes 
later revealed a soft non-tender ab- 
domen with several oblique punc- 
ture tracts through the recti sheaths 
and anterior abdominal wall. A 
probe could be passed through the 
tracts with slight difficulty. Of the 
following, the subsequent treatment 
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Questions are from a civil s 
ice examination given to cané 
dates for physician «appoi 
ments in municipal governmen 


Answers on page 157 


should be: (A) observation in a ho 
pital; (B) debridement of the al 
dominal wall wounds; (C) explori 
tory laparotomy; (D) surface dres 
ings; patient discharged to home. 


3. The diagnosis of a severe ank\ 
sprain has been made clinical) 
X-ray reveals no fracture. With if 
travenous anesthesia, the affecte 
ankle was manipulated under t 
fluoroscope. A moderate subluxi 
tion of the talus, as compared to t 
other ankle, was found. The bed 
results in such a case are obtaine 
by: (A) adhesive strapping; (B 
novocaine injection with active me 
bility; (C) ethyl chloride spray 
(D) immobilization in a_ plaste 
walking cast. 


4. A fireman fell across an iro 
railing sustaining multiple fracture 
of the left ninth, tenth, and elevent! 
ribs in the mid-axillary line. Phys 
ical examination revealed no othef 


best be treated by: 
strapping of affected side; (BF 
novocaine block of affected ribs 
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| + normalizes visceral tone and motility 
Phys . does not interfere with digestive secretions 
nyse . avoids “antispasmodic” side effects 
othe ; . prescribed q.i.d. for gastroduodenal and biliary spasm, cardiospasm, 
woul pylorospasm, biliary dyskinesia, gastric neurosis and irritability 
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Give your patient that extra lift with “Beminal” 81 
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C) creular adhesive dressings; 
(D) nevocaine block of affected ribs 
ith hospitalization for observation. 


5. The one of the following dis- 
pases which, when diagnosed in an 
bdult, may have the most serious 
public health implications and hence 
hould be brought immediately to 
he attention of the public health 
authorities is: (A) scarlet fever; 
(B) mumps; (C) chicken pox; (D) 
easles, 


6. An American child of Italian 
parentage is severely burned and 
eceives a transfusion from his 
father. Three weeks later he de- 
elops progressive fever and chills, 
pnemia, and slight jaundice. The 
most likely diagnosis is: homologous 
erum jaundice; (B) quartan ma- 


(C) syphilis; (D) yellow 


7. Serological tests for syphilis 
are: (A) non-specific, and provide 
only presumptive evidence of infec- 
tio which must be confirmed by 
areful history and physical exam- 
ination; (B) specific, and definite 


diagnosis of syphilis may be made 


on obtaining a positive result. Syph- 


ilitic infection can be excluded when’ 


a negative test is obtained; (C) spe- 
cific, and definite diagnosis of syph- 
ilis may be made on obtaining a 
positive reaction. The tests are not 
sufficiently sensitive to give a posi- 
tive reaction in all syphilitic in- 
giividuals; (D) non-specific, and a 
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with “Beminal” 817 when high 
vitamin B and C levels are required. 
“Beminal” $17—each capsule contains: 


Thiamine mononitrate (Bi) ..... 
Riboflavin (Ba) 
Nicotinamide 
Pyridoxine HCl (Bs) 


Vitamin Biz with intrinsic factor 
concentrate 1/9 U.S.P. Unit 


New improved formula 


‘BEMINAL 


VITAMIN 


Dosage: 1 to 3 capsules daily, or more, de- 
pending upon the needs of the patient. 


Supplied: Bottles of 100 and 1,000 capsules. 


AyYERST LABORATORIES 
New York, N. Y. ¢ Montreal, Canada 5702 
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positive test may be obtained occa- 
sionally in non-syphilitic patients. 
They are sufficiently sensitive so 
that a negative test excludes the pos- 
sibility of syphilis. 


8. In an attempt to control en- 
demic typhus, the one of the follow- 
ing measures which should be insti- 
tuted is eradication of: (A) rats, 
mice, and fleas; (B) body lice; (C) 
dogs and ticks; (D) bedbugs. 


9. A twenty-seven-year-old male 
was seen with a severe febrile illness 
of twelve day’s duration. Onset has 
been gradual with increasing ma- 
laise, headache, prostration, and 
with a rash extending over almost 
the entire body, but more pro- 
nounced on the extremities. At first, 
the rash was light red and tended to 
blanch on pressure; with passage of 
time the rash became petechial and 
lesions could be found on the palms 
of the hands and the soles of the 
feet. The patient, who had lived in 
or around New York City all his 
life, gave a history of having been 
on a three-day camping trip on 
eastern Long Island about ten days 
before onset. On examination, tem- 
perature was found to be 104.2 de- 
grees Fahrenheit, pulse 130 per 
minute, respiration 20 per minute. 
The major physical findings were a 
slightly enlarged spleen and diffuse 
muscle tenderness on pressure. Lab- 
oratory tests showed: hemoglobin 
12.5 gms per 100 cc blood; R.B.C. 
4,960,000 per cm; W.B.C. 14,500 
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per cm; blood culture—ney ative; 
lumbar puncture—negative; agglu. 
tination tests: P. tularensis—nega. 
tive; B. abortus—negative; ty: 
phosa—(0) 1:40,(H) 1:80; B. pro. 
teus (OX-19) 1:320, (OX-2) 1:1809, 
The presumptive diagnosis is: (A) 
typhoid fever; (B) endemic typhus 
fever; (C) Rocky Mountain spotted 
fever; (D) rickettsial pox. 


10. A veteran without a history of 
prior malaria is seen with inter. 
mittent fever of several day’s dura- 
tion. Thin blood smears on each of 
two different days are negative for 
malaria parasites. The veteran 
should: (A) receive a therapeutic 
trial with an anti-malarial drug; 
(B) receive therapy with penicillin 
or sulfonamides; (C) be injected 
with adrenalin in an attempt to 
mobilize parasites into the blood; 
(D) have thick blood films exam. 
ined to exclude malaria before any 
therapy is given. 


11. A patient who had amebiasis 
has recurrent severe attacks of diar- 


rhea. The stools are consistently 
negative for amebae and shigellae. 
The mucous membrane of the colon 
is normal, and x-rays of the colon 
negative. No pus or blood is in the 
stool. The patient should receive: 
(A) amebicidal drugs; (B) sulfona- 
mides; (C) both amebicidal and sul- 
fonamide drugs; (D) only sympto- 
matic therapy. 


12. An outstanding clinical find- 
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Quiescence is 


Bufiserpine 


Butisol component acts at once to produce its 
ell-known quieting “daytime sedation.” And the 
ll dosage of reserpine gradually builds up its 
sion-suppressing effect, without the disturbing 
reactions of larger dosage. 


use Butiserpine. 


Each tablet or teaspoonful of elixir 

contains Butisol® Sodium 15 mg. (% gr.) 

and Reserpine 0.1 mg. 

Prestabs Butiserpine R-A (Repeat Action Tablets) 


t | 
ly 
sillin 


Stroboscopic picture of Castle No. 46 
Light showing five useful positions 


Light where you want it... 

easy as pointing your finger 

When examining a patient you want 
light in the right place . . . and plenty 
of it, without waste motion. 

Castle’s No. 46 Specialist Light 
moves at your touch. Tilt it, rotate it, aim 
it anywhere. You have cool, color- 
corrected, shadow-free light precisely 
where you want it! 

Vertical adjustment is effortless, and 
there’s no mechanical locking device! 
Counter-balanced telescope tube does 
it for you. 

Weighted base on casters lets you 
move lamp out of way quickly, easily. 

For a quick demonstration of the 
No. 46—and the good news about its 
low cost—phone your Castle dealer. 


Or write direct. Wilmot Castle Com- 
any, 1830 East Henrietta Rd., 
ochester, N. Y. 


Castle 
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. LIGHTS AND 
STERILIZERS 


ing in persons suffering from chironic 
industrial mercury poisoning js: 
(A) hematuria; (B) severe anemia: 
(C) jaundice; (D) tremor of the 
hands. 


13. The most important route of 
absorption of industrial poisons js: 
gastro-intestinal tract; (B) 
skin; (C) respiratory tract; (D) 
direct implantation in tissues. 


14. Early signs of excessive ex- 
posure to x-ray or radium can be 
best detected by periodic: (A) chest 
x-rays; (B) urinalysis; (C)_ liver 
function tests; (D) blood counts. 


15. The one of the following which 
is pathogenic for man is (A) Enda- 
moeba coli; (B) Balantidium coli; 
(C) Eimeria coli; (D) Escherichia 
coli. 


16. The leading cause of loss of 
time from work among _ industrial 
workers is: (A) occupational dis- 
eases; (B) non-occupational dis 
eases; (C) occupational injuries; 
(D) non-occupational injuries. 


17. The effectiveness of BAL (23 
dimercapto-propanol) in arsenic 
poisoning is due to the affinity of 
arsenic for: (A) hemoglobin; (B) 
sulfhydryl groups; (C) cholesterol; 
(D) cephalin. 


18. Following the inhalation of 


irritating gas, such as chlorine or 
phosgene, the physician should 


Resident Physician 


wate! 
heart fe 
(B) br 
tivation 
pheume 


19. 7 
plasms 
ly give 
dermoi 
bronch 
bronch 


been 
dyspne 


Separa 
(mixec 
trolled 
prepar 
quick 

may b 
nous s 


=) 
3 
a 
| 
q | e 
‘ 
< 
= 


wate for the development of: (A) 
heart failure with peripheral edema; 
(B) bronchopneumonia; (C) reac- 
tivation of old tuberculosis; (D) 
pne.monoconiosis. 


Ironic 
is: 
f the 


weight, but has no fever. X-ray of 
the chest shows widely scattered 
stringy and nodular lesions in both 
lungs. The. probable diagnosis is: 
(A) (hematogenous tuberculosis) ; 


(B) pneumonoconiosis; (C)_pri- 


ite of 19. The one of the following neo- ™&ry cancer of the lung; (D) 
is is: plasms of the chest which common- Metastatic carcinoma. 

(B)@ ly gives rise to hemoptysis is: (A) 

(D) dermoid cyst; (B) chondroma of the Tree 
bronchus; (C) neurofibroma; (D) MEDIQUIZ ANSWERS 
bronchial adenoma. 1 (C), 2 (C), 3 (D). 4 (D), 5 

os (C), 6 (B), 7 (A), 9 (C), 10 (D), 
in bell 90. A sixty-year-old man who has 11 (D), 12 (D), 13 (C), 14 (D), 
ches\ been a marble cutter develops 15 (B or D), 16 (B), 17 (B), 18 
liver dyspnea, becomes weak, and loses (B), 19 (D), 20 (D). 
ts. 
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B COMPLEX.+ C 

1B) Separate packaging of dry vitamins and diluent Each 2 cc. dose contains: 

(mixed immediately before injection) assure con- | Thiamine HCI (B,) 
erol; trolled dosage. The folic acid solution is specially Riboflavin (Bz) 
prepared to preserve full potency and to serve for Pyridoxine HCI (Bg) 
quick solution of the dried vitamins. FOLBESYN = Sodium Pantothenate 
may be conveniently added to standard intrave- — Sforbic Acid (C) 
n Sous solutions. Dosage: 2 cc. daily. Vitamin 
Lederie ) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER. NEW YORK 
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Classified Advertising 


ads 
and Needs 


Goi Into Practice? There Are Ma 
choice opportunities in all fields which oa 
would not normally be aware of. We have 
many that might interest you. Write us. 

The New York Medical Exchange 
489 Fifth Avenue (Opposite Public Library) 
Specialists in Placement 


Rates 


Personal classified advertising rates 
are $3.00 for ads of thirty words or 
less plus 10c for each additional word. 
When a box number is used and an- 
swers sent care of RESIDENT PHYSICIAN 
there is an additional charge of 50c. 
Add four additional words for a box. 

For semi-display ads set in bold face, 
the rate is $3.75 for 30 words or less, 
plus 15c for each additional word. 

Commercial classified rates are $4.50 
for ads of twenty words or less plus 15c 
for each additional word. Commercial 
rates include all ads of manufacturers. 

lealers, agencies etc. Count four addi- 
tional words for a box. 

For semi-display commercial ads set 
in bold face, the rate is $5.90 for 20 
words or less, plus 20c for each addi- 
tional word. 

ALL CLASSIFIED ADS PAYABLE 
IN ADVANCE. Forms close 15th of 
month prior to date of issue. ResIDENT 
Puysician, 1447 Northern Boulevard, 
Manhasset, New York. 
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PHYSICIANS WANTED 


ASSOCIATE SPANISH SPEAKING physician 
wanted; only qualified need apply; New 
Jersey License required. J. R. Herradora, 
M.D., Boulevard, Jersey City, New 

Jersey. 


WANTED—PSYCHIATRISTS: salary dependent 
upon experience and education; 3200 bed 
mental hospital, located near New Jersey 
shore resort area; 45 miles from New York 
City. Must be graduate of Grade A medical 
school; licensed or eligible for license in 
New Jersey; experience in this field essential. 
Address applications to: Medical Director, 
State Hospital, Marlboro, New Jersey. 


TWO GENERAL PRACTITIONERS—To join 3 
generalists and 12 visiting specialists in 
challenging program; excellent facilities, 
hospital affiliation; guaranteed $12,000 net. 
Raleigh-Boone Medical Group. Box 1023, 
Charleston, West Virginia, 


OTOLARYNGOLOGIST wanted—Certified or 
eligible; to head department in 14 man 
clinic, all specialists; near Sacramento, Cali- 
fornia; married, military service completed: 
salary Ist year; early full partnership; send 
full details. John F. Hollister, M.D., Wood- 
land Clinic Hospital, Woodland, California. 
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NESTHESIOLOGY Residencies — At Uni- 
Veterans ministration Hospitals an - 
sociated “Hospitals: An opening every 4 Accident, Sickness 
weeks, Address: Frederick H. Van Bergen, 
M.D. D rector of Anesthesiology, University and 
of Minresota Hospital, Minneapolis, Minne- 
sota, 
ESIDENCIES AVAILABLE—Approved Resi- 
ies in medicine, surgery, pediatrics, for 
etrics ae pynecology 
available July |, 1957; 294 bed, 42 bassi- 
et, city operated hospital; annually 14,000 Physicians and Dentists 
n-patients, 8,000 out-patient visits, 12,000 
emergency room visits; approved [5 interns: 
total house staff 30; teaching program well Exclusively 
organized and operating; fundamentals and 
objectives of program available on request: 
beginning salary $300. Write: Director, City 


Hospital, c/o City Memorial Hospital, 
Winston-Salem, North Carolina. 


; Physicians Casualty 
ESIDENCIES AVAILABLE; Modernly equipped 


516 bed, GM&S, fully approved V.A, Re- nd 
University Medical School; openings now for 
residents in Internal medicine, general sur- Health Associations 
pathology, physical medicine and 
erapeutic radiology. Must be U.S. citizens 
and graduates of approved schools, Stipend Omaha 2 Nebraska 
7240-3550. For information write: Director, 


Professional Services, V.A. Research Hos- Since 1902 
pital, 333 E. Huron St., Chicago II, Illinois. 


OCT = RADIOLOGY RESIDENTS—July 1, 1957; Ap- 
july proved 3 year training period in diagnosis, 
720 Brooklyn Avenue, Los Angeles 33, Calif. therapy, isotopes; new department in un 
Well rounded program with active clinic versity medical center. Apply: FE c. ag 
and operative services; graduate work lead- M.D. Radiology Department, University © 
1g to Board eligibility and M.S, degree. Pittsburgh, School of Medicine, Presbyterian 
Apply: Department of Proctology, c/o H. Hospital, Pittsburgh 13, Penna. 
Mark Young, M.D., Chairman of Depart- ‘ 
ment, ANESTHESIOLOGY openings for two (2) Res!- 
dents; available July |, 1957; 2 years, fully 
approved. Apply George Rich, M.D., _Di- 
THOLOGY RESIDENCY—I-4 years. Fully rector, East 76th 
approved for PA and CP. Four certified 
+ 1958 surgicals—9,324; autopsies ACCREDITED | HOSPITAL — 250, bed — (chest 
at iseases and rehabilitation chronic illness 
—~ opening for resident physician — excellent 


id 
7 modern furnished home provided for family. 
A oar $3,136. with in- Must be eligible California licensure; start- 
iahologist, Methodist” Hospital, Indian: 89. salary $850. Write Medical Director, 
apolis 7, Indiana. . am mig Counties Hospital, Springville, 


APPROVED THREE_ YEAR RESIDENCIES in 
Psychiatry—New G M & S Hospital. Well 
organized Teaching Program—Affiliated with 
Washington University School of Medicine. 
All types of Psychiatric Experience repre- 
sented, including supervised, dynamically 
oriented psychotherapy. Psychosomatic Medi- 
cine, Child Guidance Clinic, etc. Attractive 
Career Residency Program available. Write 
to: Manager V.A. Hospital, 915 North Grand 
Boulevard, St. Louis 6, Missouri. 
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PPROVED RESIDENCIES, Some appointments { 
sill available in General Surgery, Ortho- 
pedics, Urology, Pathology, Pediatrics and 
General Practice. Service and private pa- 
1 of tients, Out-patient clinics. Extremely large 
man volume of clinical material. 665 beds. Well 
Cali- organized programs. U. S$. Graduates only. 
sted Write M. S. Bacastow, M.D. Director of 
send Medical Education, Methodist Hospital, 
ood- Indianapolis, indiana. 
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WHAT’S THE DOCTOR’S NAME? 
(from page 148) 
JosepH GUILLOTIN 


RESIDENT RELAXER 
(puzzle on page 17) 
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VIEWBOX DIAGNOSIS 
(from page 21) 
POLYCYSTIC KIDNEYS 


Note numerous masses bilater- 
ally indenting the collecting 
system. Also note elongation of 
calices due to cyst pressure. 
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